


ill- 
nty- 
lege 

Dr. 
ears 

the 


So- 
son 


of 
was 
rom 
388. 
nore 


f ill 


less, 
age. 
sity 
had 
inia 
11m, 


3, at 
the 
that 


the 
four 


onn. 


with 








Virginia Medical Monthly 


/ 


A - 


Official Publication of the Medical Society of Virginia 














Vol. 67. No. 10. 
WHOLE No. 1060. 


RICHMOND, VA., 


$2.00 A YEAR 


OCTOBER, 1940 25 CENTS A COPY 








PSYCHIATRY AND THE COURTS— 
Some Attitudes and their Reasons.” 


WINFRED OVERHOLSER, M.D., Sc.D., 
Washington, D. C. 


I am interested in coming here and hearing these 
papers that we have heard read this afternoon. It 
is always a pleasure for me to hear papers other 
than my own. You had a well-balanced program 
this afternoon, and I got something out of every 
paper I heard read. You heard something of ex- 
traneural pathology, then something about the meth- 
ods that are being used to detect and to control 
tuberculosis in the state institutions. You heard 
something about the extension of the activities of 
the hospital into the community; of what the psy- 
chiatrist needs to know in extending his own field 
of activity. Now, I am going to talk to you, if I 
may, on another invasion into the community life 
by the psychiatrist; namely, the invasion, as some 
of the lawyers look upon it, I am sure, into the courts 
of the country by the psychiatrist. 

The psychiatrist has not been called by that name 
very many years, when we consider the length of 
time the courts have been in session all over the 
world, but the man whose business it was to deal 
with mental problems has been advising the courts 
and testifving before the juries for a long, long time. 
The law has long recognized that there are persons 
who are. as the law calls them, insane, or lunatic, 
or non compos mentis, or some other term of that 
sort. (We should remember that insanity is strictly 
« legal term, and not a medical one.) This has been 
true, both on the civil and criminal side of the court. 
The mental condition of the person coming before 
the court has been of interest almost ever since there 
have been courts, and, regardless of the type of 
question that comes up before the court, there event- 
ually may come up the question of what the law re- 
fers to as responsibility, if it is the case of one 
who has committed—or who is alleged to have com- 
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mitted—-a crime. As far back as about the year 
1350 it was recognized in the English law that 
there were certain persons who could not be con- 
victed of crime, because of the fact that their mental 
condition was not that of the normal individual; 
that their actions, in other words, at that time, were 
due to what they were pleased to call an “act of 
God”, or not, at least, of their own devising; that 
they were not responsible for what they did. 


The question comes up, however, in many other 
lines; the matter of wills, for instance. Sometimes 
those trials get a great deal of attention. Then, 
of course, the law is interested in the commitment of 
mentally ill. persons; that is, the depriving of an in- 
dividual of his liberty by sending him to a mental 
hospital. It is a complicated procedure in some 
states and highly legalistic as well, sometimes ac- 
companied by a great deal of what one may term 
legal “mummery”, and very often to the disadvan- 
tage of the patient by making it difficult for him 
to enter the hospital. Then there is, of course, 
the question of annulment of marriage; questions 
that may involve the mental disease or defect of 
one of the parties at the time of contracting the mar- 
riage. As some of you, at least, know, in several 
states today mental disorder resulting in the con- 
finement of the spouse in a mental hospital for a 
stated period is sufficient ground for divorce. I am 
somewhat doubtful about the wisdom of such a law. 
Certainly there is something to be said in favor of it, 
but at the same time there are many things to be 
said against it. Nevertheless, the fact remains; the 
question is litigated more and more, and a number 
So there are 
many questions of one sort or another that may 


of states now have laws of that type. 


come up, relative to the mental condition of the 
person involved in a legal case. 
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Now, it has long been true that the people who 
testified before the courts on questions of this sort 
have been looked upon by the court, and by the 
general public, with a certain degree of suspicion. 
That is a sad statement to make; nevertheless it 
is true, and I would like to discuss with you briefly 
some of the difficulties that surround the person 
who comes into court to testify in questions of that 
sort. Some of these questions are inherently merely 
human; some are inherently legal, and some are es- 
sentially psychiatric. The suspicion is nothing new, 
and it is not hard to understand how it came about. 
To go back a bit over the history of the so-called ex- 
pert witness, may I suggest that there are many 
kinds of experts other than psychiatrists. If any 
of you ever heard a real estate expert testify about 
valuations, I am sure you will agree that the 
psychiatrists have no imagination at all by com- 
parison; the differences in the valuations are posi- 
tively staggering at times! Of course it is a fact 
that psychiatrists sometimes disagree. They dis- 
agree in the staff conference in the mental hospital 
just as they do in the court room, too. Experts in 
all lines disagree at times, but it is the psychiatrist 
that gets most of the blame. Now, why is it? I 
suppose that fundamentally the distrust of the psy- 
chiatric witness goes back to the fact that the most 
publicized cases in which experts appear are crim- 
inal cases in which psychiatrists testify, coming to 
the defense of someone whom the public seeks to 
make the scapegoat, upon whom it wishes to vent 
all of its sadistic impulses, and, therefore, anyone 
who suggests that there may be another side to the 
question—that the accused may not have been re- 
sponsible for his act, let us say, or that he may 
be of unsound mind—that person is looked upon 
as attempting to “cheat” justice. You know the 
sort of language the papers can use. They like 
the arresting and lurid word; they speak of “cheat- 
ing the chair”, just as they are prone to use the 
ugly and inaccurate word “asylum” instead of “‘men- 
tal hospital”, or the word “insane”, instead of 
“mental irresponsibility”, or some other term that 
would more accurately name the condition they are 
trying to describe. 

Originally the courts recognized the fact—as 
they still recognize it—that there were some par- 
ticular subjects upon which the court—that is, the 
judge or the jury—was not competent to pass. In 
other words, there were topics or matters which were 
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entirely within the ken of certain persons specially 
trained as experts, upon which the judge would not 
presume to pass; as, for example, a surgical prob- 
lem. No judge, of course, would presume to pass 
on a surgical problem, or an engineering problem, 
let us say, involving the strain to which a bridge 
could be subjected. But it is a curious thing that 
for almost every person in America, in almost every 
type of human deportment, his own views on psy- 
chological matters are considered by him to be su- 
perior in validity to the views of anyone else. There 
are two things, you know, upon which the man on 
the street is always ready to pass an opinion, and a 
very dogmatic opinion. One of these is the mental 
condition of the other fellow (he is sure his own 
is all right!), and the other is how to “cure” that 
cold; and his opinion is likely to be as sound on 
one as on the other! 

In the early days the judge combined the fact- 
finding and the law-finding functions in the trial, 
and the jury acted merely as a co-trier. It was 
only natural in cases involving matters of unusual 
significance or of scientific knowledge, even before 
the days of what we now call science, that he should 
call in men in whom he had confidence—men who 
he knew were honest, trained men who could ad- 
vise him. That was done. There was no scandal 
about expert testimony then. 
specialist, whatever he might have been called, was 
looked upon as a friend of the court, and he was in 
a way acting as an official of the court. In other 
words, he acted impartially, and gave his opinion as 
nearly as possible according to the evidence, and 
not in favor of one side or the other. ‘Then a change 
came about in the administration of the law, par- 
ticularly in criminal trials, and the jury became 
the finder of the facts, the judge merely being the 
arbitrator. It was not more than two hundred and 
fifty years ago, or thereabout, that the judge began 
to hesitate to exercise his right to summon experts, 
and that meant that when there were experts to be 
presented to the jury the respective parties presented 
them. The jury naturally took cognizance of the 
fact that the witnesses were employed and presented 
by the parties, and therefore assumed that their 
testimony would naturally be biased in favor of the 
side by which they were employed. 

Now I submit that there is no such thing as an 
unbiased person. Cold reason, uninfluenced by emo- 
tion, never existed, and I am positive it never 
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will; and if anyone fancies that he is unbiased, 
strictly unprejudiced, it merely shows that he is 
deluding himself or trying to deceive someone else. 
A person may recognize the fact that he is biased and 
try to overcome it; but regardless of whether a man 
tries to overcome his bias or not, he is given credit 
for plenty of it when he comes before a jury, pre- 
sented by one side or the other. Juries have usually 
been, and not without reason, rather suspicious of 
any expert, regardless of who he may be, who comes 
in to testify for one side or the other, and have 
discounted his evidence accordingly. The curious 
thing about it is that although judges have excoriated 
the experts for years past (decisions in which the 
judges use some rather strenuous language about 
the experts are not new), they have hesitated very 
much to exercise the right which they have at com- 
mon law, at least in many states; namely, of calling 
in experts as friends of the court. There is a good 
case in this state (144 Virginia, 473, decided 1926), 
in which the Supreme Court of the state upheld 
specifically that right, and in a number of other 
states it has been upheld. Only two states that I 
know of have ever denied that there was such a 
right. In other states it has been held that where 
the expert was employed by the court, that fact 
could be argued to the jury as affecting his credibil- 
ity. The employment of neutral experts, although 
reasonably well accepted in theory, has not been 
used very much in practice. Here, then, is an 
unused remedy. The jury may disregard the ex- 
pert evidence and follow their hunch, but they will 
be fooled if they follow their hunches as against 
trained and expert knowledge. 

Another question is the kind of language that 
the expert is to use when he comes into court. The 
difficulty here has been that although the law has 
developed, it has changed relatively little in the 
last hundred years. While this 
law, it is true also that psychiatry has changed 
a great deal, even in the last twenty-five years. 
The expert is called to testify concerning what the 


is true of the 


law refers to as insanity—and I might add that the 
law means many things by the word, insanity. It 
depends entirely upon the context. Insanity in 
criminal law means something entirely different 
from the same term used in the law relating to 
wills. But I digress. The tests were laid down 
in the law long ago, when psychological concepts 
were far different from what they are today. To 
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the law, everyone is either sane or insane; one is 
either a sheep or a goat. In other words, there 
is no middle ground. That is not consistent with 
our psychiatric belief. The criminal law now finds 
itself with a great variety of tests that have come 
down to us, and it would be interesting to know 
how these tests have developed through the years. 
I wish time permitted me to go into it and to show 
you how these tests have evolved; how, until a hun- 
dred years ago the tendency was lenient, the tests 
becoming less rigorous; and how, a hundred years 
ago in the famous McNaghten Case, which most 
English lawyers and juries consider to be the last 
word spoken, the trend was reversed. That case 
laid down the Right and Wrong Test, the test which 
is the law today in most jurisdictions, though I 
fear if the learned judges of England who wrote that 
opinion could know how some judges have garbled 
it, they would turn over in their graves. Just to 


show you the brilliancy with which some judges 


think they are following the McNaghten Case in 
charging on the law of criminal responsibility, let 
me read you this. If I had not seen it with my 
own eyes in the records of the Supreme Court of 
Mississippi, (150 So, 757), I would not believe 
that any judge could ever talk like this. “The only 
absolute defense of insanity known in the State of 
Mississipi is paranoia. That is just real flat in- 
sanity, not temporary; so if you are pleading in- 
sanity, the only insanity I recognize is paranoia. 
That is real insanity; not just a lapse of memory 
or just a sudden forgetting of everything; just 
real insanity, known as paranoia in the medical 
profession.” Fortunately the Supreme Court of 
Mississippi overruled that learned (?) decision, but 
I think you see what I mean when I say there have 
been a lot of liberties taken with the old McNaghten 
Rule. 


They went one step farther in this country, how- 
ever, in developing what is known as the Irresistible 
Impulse Test, a test which is entirely logical. Orig- 
inally in criminal law, and today for that matter, 
there were two elements of any criminal act. One 
is the physical act, the other the evil intent; so if 
there is absence of sound mind you cannot conceive 
Now that 
is entirely logical, but it doesn’t always work; logic 
seldom does; not the legal logic! If everyone in 
this room were logical, all of you would have walked 
out on me long before this!! I have said, speaking 


the intent; therefore, there is no crime. 
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of the tests, the Irresistible Impulse Test was de- 
veloped to cover the act element of the crime as 
opposed to the knowledge element. There has been 
a great deal of imposition upon juries, undoubtedly, 
both on the basis of the Irresistible Impulse and on 
the basis of Right and Wrong, but the fact remains, 
regardless of this condition and the conditions that 
led up to the development of the test; it is good 
law today in about half the states of the Union, 
although it has never been allowed in England. 
There has been great suspicion in England of any- 
thing psychiatric, apparently. Listen to what the 
Lord Chancellor of England said in 1862. This 
is not from Gilbert and Sullivan; it is in Han- 
sard’s Debates (3rd series, vol. 165, p. 1297): 
“IT repeat, that the introduction of medical opinion 
and medical theories into this subject has pro- 
ceeded upon the vicious principle of considering in- 
sanity as a disease, whereas the law regards it as a 
fact which can be ascertained as evidence in like 
manner as any other fact.”” So much for the tests. 

The doctor coming into court has to conform 
to the legal language. He is asked whether the 
mental condition of the individual, let us say, 
permitted him to know the difference between right 
and wrong. He is asked to speak a language en- 
tirely foreign to him, and if he tries to consider the 
question in that terminology he may be stultifying 
his professional opinion. This is one reason why 
a great many doctors prefer to stay out of court. 
But there is another pons asinorum. ‘There are 
cases in which the psychiatrist did not examine the 
person about whom the fight is on. This is par- 
ticularly true in will cases where the subject of the 
case is dead. In that case how is the specially 
trained man to make his knowledge available to the 
jury? He did not see the person; how can he give 
an opinion about him ? 

The answer is, by means of the hypothetical 
question, a question which again is purely logical. 
It is as logical as the syllogism, but it can be made 
to deceive the jury and to bamboozle the expert in 
so many ways that he will hardly know whether 
he is talking for one side or the other—whether 
he is in court or out of court. The theory is that 
he is not asked to testify about the deceased pa- 
tient, let us say. He is asked to testify about some 
hypothetical individual—a long question which may 
be some five, ten, twenty pages is read to him, and 
then he is asked, “Now Doctor, suppose so and so, 
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and so and so—.” ‘That question, I may say, is 
supposed to cover the points brought out in ‘ie 
evidence which favor the side that is asking te 
question. Thus, one lawyer gets up and asks a 
very complicated and involved question which leaves 
out everything that will not favor his side, of course, 
and the doctor answers one way. Then, if there 
has been any dispute about it, the other lawyer 
gets up and reads another question about the in- 
dividual they are talking about, and this hypothetical 
question, from A. B. on down to X. Y. Z., is just 
as different as black is from white. You would not 
know the hypothetical men for the same person. 
In fact, they are not the same person. As was the 
case in the first question, of course, everything is left 
out of this question that will not favor this side; 
then, if the doctor answers it honestly, the attempt 
is made to belittle him by making it appear to the 
jury that he has given two diametrically opposite 
opinions about the same person, even though it 
was not the same person at all. So the expert, when 
he gets up before the hypothetical question, is in a 
bad way to answer it. As I say, the courts have 
held that it is perfectly fair to draft a hypothetical 


question on any theory in accordance with the 


proponent’s view of the evidence. This may be 
good law; it certainly is conducive to the despair of 
the jurv and the confusion of the expert. 

The law has not been—to go back to the tests 
for a moment—entirely realistic about the tests. It 
has not kept pace with psychological and psychiatric 
progress. I know the answer to that which the law 
will make, and there is something to it. That is, 
that the law must not lead; it must follow. The law 
must give recognition to things generally accepted, 
but must not take the part of matters which may be 
still in a theoretical stage. Years before Copernicus 
developed the idea of the solar system, of course ihe 
courts took judicial notice that the earth was the 
center of the universe, and was flat. Today, how- 
ever, I think it is generally recognized, except in 
one town, I believe, in Illinois, in which they have 
a rather peculiar religious sect, that the earth is 
round and that it is merely one of the planets, and 
that the Sun is the center of this particular solar 
system. In the same way the courts have to be 
hesitant regarding new things. To take another 
score—the question of blood grouping tests to de- 
termine unknown paternity. There is no question 
today that it is an entirely scientific procedure; that 
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it can, in certain cases, show that a certain man can- 
not be the father of a certain child; and yet it is 
astonishing how, for a number of years, the courts 
hesitated to accept that sort of evidence. It is only 
in the last two or three years that the courts have 
given legal recognition to this type of tests, so it may, 
in the same way, not be strange that the courts have 
lagged in recognizing, for instance, that a person 
may be able to theorize abstractly that something 
is right or that something is wrong, and may never- 
theless be certain that what he is doing is not crimi- 
nal. There are many patients in state hospitals, as 
you all know, who could tell you abstractly that a 
certain act—let us say homicide—was wrong, al- 
though, if you are going to be strictly consistent in 
that case, they would be responsible in the eyes of 
the law if they killed. 

You all appreciate that courts and juries may be 
guided by their emotions rather than by reason and 
intelligence and competent advice. Let me cite you 
a case that occurred not long since in the state of 
Colorado. A boy of twenty-five or more, with a men- 
tal level of not more than seven years, formerly an 
inmate of a school for feebleminded, had, in com- 
pany with another and probably a brighter boy— 
something like the situation in “Of Mice and Men,” 
perhaps—become involved in the criminal assault 
and killing of a small girl. The plea of insanity 
was made, and under the Colorado law he was com- 
mitted, as required, to the state mental hospital for 
observation. They had him under observation thirty 
days and three members of the staff of the hospital 
gave an unequivocal report to the court to the effect 
that either legally or psychiatrically the man was 
not to be considered responsible; that he was ex- 
tremely low grade and that, in their opinion, he was 
legally “insane”. The case went to trial, and at 
the trial one or two police officers testified that they 
had talked to the boy and that, in their opinion, he 
was of sound mind. They did not say how much of 
the “third degree” they put him through, nor how 
many leading questions they asked him, but it was 
their opinion that he was of sound mind, and the 
jury found the boy guilty, disregarding entirely the 
testimony of the three psychiatrists who were em- 
ployees of the state and not hired for the purpose 
of this case by either side and, of course, competent 
to give an opinion; whereas all that the policemen 
were really concerned over was their sadistic desire 
to see the boy executed. Well! he was. The case had 
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nation-wide publicity; volumes, almost, were written 
about it, and about the boy in the death house play- 
ing with toys. All through the trial he showed no 
worry because he didn’t appreciate his situation. 
He was not mentally able to realize the predicament 
he was in. It was unfortunate, of course, that he 
was not committed to the state hospital instead of 
being executed. There was certainly a gross injustice 
done, even though they had experts to testify. You 
see, the jury preferred to believe these policemen— 
these laymen—and so they agreed with them. The 
jury looked for an excuse to execute somebody who 
they thought ought to be executed. Neutral experts 
are no guarantee that a jury will reach the right de- 
cision, but it is much safer and much sounder and 
much less likely to cause miscarriage of justice if 
we arrange to have expert witnesses who are neutral 
in the matter; to have, in other words, court- 
appointed experts. 

A recent bill has been drafted by the Commission 
on Uniform State Laws—a uniform expert testimony 
bill—which covers not only psychiatric matters but 
other subjects of expert testimony. One of the pro- 
visions of that is tremendously significant. It is 
that the experts retained by the two sides, if there 
are any, may be joined by an expert appointed by 
the court, and that the group shall make their ex- 
amination and report jointly. In the past there has 
been much said about the difference of opinion. 
I am speaking now of the case in which the sub- 
ject is available for examination. It might even be 
done in the case of wills where the question might 
be submitted to a board, so to speak, rather than 
having men appear on opposite sides. I think it 
would be sound advice to counsel men who have 
been engaged as experts to refuse to go into court 
unless they are permitted to make such joint exami- 
nation. I think it would be a great thing for the 
cause of decency if the psychiatrists and other ex- 
perts would insist on this procedure. After all, the 
expert does not have to go into a case; he goes in 
voluntarily. It is not as if he were an unwilling 
witness to an accident. He goes in as an expert 
because he is willing to; not because he has to. 

Of course the question of the qualification of an 
expert is another matter, and here I think the courts 
have been seriously negligent. They can blame no 
one else, since the admission of a man as an expert 
is strictly within the discretion of the judge. If the 
judge is not satisfied that the witness is possessed 
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of such training and such experience that he is com- 
petent to speak with authority, he does not have to 
accept him as an expert. Many judges—in fact, it 
has almost been the rule, I regret to say—have been 
content to let almost anybody qualify as an expert: 
and the fantastic ideas that have been promulgated 
by some of these alleged psychiatric “experts” on 
the witness stand would fairly make your hair stand 
on end. They are no credit to psychiatry, yet we 
get the blame for what these “bootleg psychiatrists” 
testify to. It was for this reason that the American 
Psychiatric Association, during Dr. May’s presi- 
dency in 1933, took the first step in the establish- 
ment of The American Board of Psychiatry and 
Neurology. Today there are over seven hundred 
diplomates of that Board. Of course we cannot guar- 
antee that everyone certified by this board is the 
last word in psychiatry, but it does mean that he 
is reasonably well-grounded in the principles of 
psychiatry. I hope that the time will come when a 
judge will hesitate long before permitting a non- 
diplomate to testify as a psychiatric expert witness. 

The judges are being educated and will be more 
so if, when a diplomate of the Board goes in to give 
his qualifications, he will say that he is a diplomate 
of the American Board of Psychiatry and Neurol- 
ogy. It may arouse the judge’s curiosity so that 
when he has found out what it is all about and an- 
other alleged expert comes before him to qualify, he 
may ask him “Are you a diplomate of the American 
Board of Psychiatry and Neurology?” and doubt his 
qualifications if he has to say that he is not. The 
question of qualifying as a witness is of tremendous 
importance, and that rests directly upon the dis- 
cretion of the court. Any number of courts of last 
resort have taken their stand on this question, that 
it is up to the trial judge. I have in mind the case 
of one man who was permitted to testify as an ex- 
pert on the grounds that he had studied about de- 
mentia praecox when he was in medical school, and 
knew the symptoms of dementia praecox. I wonder 
if he did! At any rate, the courts have been, to 
repeat, pretty lax. 

A word about testifying on theories: 

More than fifty years ago, in 1884, in England, 
there was a town where some people objected to the 
location of a smallpox hospital that the town au- 
thorities had set up, and they filed suit—this will 
make you realize how far public health has ad- 
vanced—and called a public meeting to protest 
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against it on the ground that the air passing over 
this hospital was polluted and that the people who 
were living within a mile or two of the place would 
be in danger. Experts were called to show that the 
neighbors really were in danger of pollution, and 
some of the experts went so far as to testify that 
the contagion could be transmitted as much as two 
and a half miles; some said at the distance of half 
a mile there was no danger; some said fifty yards 
was enough for safety, and one man said that the 
distance across the court yard would do. They all 
admitted that their opinions were theoretical and not 
the result of experiment! The sound basis of the 
opinions was not shown, and the plaintiffs lost the 
case. 

Today when the expert takes the stand he ought 
to be careful to remember that he will be looked 
upon with suspicion, as being biased; he has to bear 
in mind also that he is biased to a certain extent in 
favor of the party calling him, and try to overcome 
that bias. After all there are two sides to every case, 
and the other side may have some points in its 
favor, so it is only fair and right to admit it. To 
think that his side has all the truth and the other 
side has none, is going to make such an impression 
on the jury that his testimony is not going te have 
much weight. I remember very well how once I 
heard an expert on ballistics—and he really did 
know ballistics—testify that he never made a mis- 
take. He testified that in a murder case. Well, that 
was meat for the defense, and the District Attorney 
whose witness he was, nearly had a cerebral hemor- 
rhage. Such a claim of infallibility almost com- 
pletely nullified the influence of the testimony on 
the jury. Nobody can be quite so certain as that, 
even a ballistics expert. 

When we are dealing with something a bit 
nebulous, namely, the conduct of a human individ- 
ual, it is of tremendous importance that we should 
not be dogmatic. Another thing for the expert to 
bear in mind is that he should, whenever possible, 
insist upon a joint examination with the expert re- 
tained by the other side. Such procedure will de- 
crease the appearance of difference and disagree- 
ment, and will enhance his reputation and the repu- 
tations of experts in general. 

As for the courts, I hope that some day they 
will be a little more realistic about some of the tests 
and about some of the language they use in talking 
about psychological matters, They certainly can be 
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more careful about the qualification of experts, and 
they could, if they would, be more free in their use 
of court-appointed experts. They could thus in- 
crease the amount of confidence in expert testi- 
mony. 

We as psychiatrists have our responsibilities in 
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this matter, and can do our part by following some 
of the suggestions I have outlined, toward restoring 
public confidence in the ability of psychiatric ex- 
pert testimony to aid the cause of justice. 


St. Elizabeth’s Hospital. 





LOBAR PNEUMONIA AMONG THE MENTALLY ILL.* 


Louis Ko.ipt1nskI, M.D., 


Petersburg, Virginia. 


The great difficulty in the care of the psychotic 
patient is his withdrawal from normal patterns of 
behavior. 

The early beginnings of a physical disease are for 
the most part ignored by these patients. Malaise 
and other prodromal symptoms are seldom revealed 
by the psychotic. Too often the disease process is 
well advanced before the physician is aware of the 
patient’s condition. 

During the month of February, 1940, an outbreak 
of pneumonia occurred at Central State Hospital. 
It was limited to one female ward building—to be 
specific, to three of ten wards in that building. The 
three affected wards were adjacent and, although 
sharing a common cafeteria with the other wards, 
only the affected wards ate together at one sitting. 
As far as could be determined this epidemic was 
spread by cross infection. There were twenty-four 
cases in all, but in only twenty of these cases was 
sputum typing and X-ray evidence positively con- 
firming. This paper will deal only with the twenty 
cases confirmed. 

All patients had been in residence in this hos- 
pital for over one year. 
sixteen and seventy years, the average being forty- 


Their ages varied between 
four years. Among these cases the mental diag- 
noses were : 

Manic Depressives 

Psychosis with Mental Deficiency 

Psychosis with Cerebral Arteriosclerosis__--~-_ 

Involutional 

Alcoholic 

Senile 

Psychosis with Metabolic Diseases 

With but rare exception the pneumonic process 
*Read at the Monthly Staff Meeting, Central State Hos- 
pital, August 8, 1940. 


was well established before the illness was appar- 
ent. Some were discovered only by routine tem- 
perature check-up, in others by a noticeable lower- 
ing of spirit, and some by the obvious heavy cough. 
The ill were immediately removed to our Medical 
Center, where diagnostic tests and treatment were 
promptly instituted. 

Sputum for typing was obtained surprisingly easy. 
Throat swabs were made in several cases where 
the patient would not cooperate. In eighteen of 
the cases Type 1 pneumonia was found and two 
were of Type 4. The temperature on admission to 
Medical Center ranged between 102-106 Fahren- 
heit, the average being 103.6 Fahrenheit. The white 
blood count on admission varied between 11,950- 
35,700, the average being 22,150. The poly count 
was from 82-95 and the average 86. In all cases 
physical findings were corroborated by X-ray studies. 
Roentgenograms revealed eleven patients with con- 
solidation in the lower left lobe, five in the lower 
right lobe, three in the middle right lobe, and one 
in the upper right lobe. 


TREATMENT 


Sulfapyridine therapy was used exclusively in 
these cases save for the usual symptomatic and 


general supportive measures. Dosage was varied in 
a few instances, but the routine treatment was: 
2 grams every four hours for two doses, followed by 
1 gram every four hours. 

In some cases an initial dose of 4 grams was 
given, followed by 1 gram every four hours until 
results were obtained. There was early nausea and 
vomiting in nine cases, but this condition did not 
persist in any of those treated although the dosage 
was maintained. There were no other toxic mani- 
festations due to the use of this drug. The re- 
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sponse to this therapy was prompt and gratifying. 
In six cases the temperature dropped sharply to the 
normal level within two days, in eight cases within 
three days, in three cases within four days. Two 
cases with complications ran an irregular tempera- 
ture for many weeks. The uncomplicated cases 
remained under treatment for approximately two 
weeks. 
COMPLICATIONS 

One patient showed a residual pleurisy with ef- 
fusion which continued for about six weeks before 
its disappearance. The other complication con- 
sisted of an underlying tuberculous process and, 
although the patient’s acute symptoms disappeared, 
the patient was eventually transferred to the Tuber- 
culosis Pavilion. 

One fatality occurred. The patient was a deterio- 
rated paretic, aged 35. She had a Type 1 pneu- 
monia and on admission her temperature was 105 
Fahrenheit. She showed a white blood count of 
32,150 with 95 per cent polys. X-ray examination 
revealed consolidation of the left lower lobe. This 
patient was very uncooperative, her response to treat- 
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ment negligible, and she expired on the sixth da, 
after admission. 

The mental behavior of these patients showed 
striking change during their illness. They demon- 
strated the coloring typical to their individual ps)- 
chosis modified only by the amount of toxicity 
the pneumonic process. 

Science of today has given us new weapons with 
which to fight pneumonia. But in this final moment 
we pause to pay tribute to the women of our nursing 
staff for their diligence in the administration of 
prescribed drugs and their ceaseless effort in the sup- 
portive treatment of these cases. To maintain th: 
desperately ill psychotic in bed, to supply warmth 
and nourishment, can be measured neither by sta- 
tistics nor grains. 


SUMMARY 
1. A report of twenty cases of lobar pneumonia 
appearing in epidemic form in a ward building. 
2. The use of sulfapyridine with a mortality of 
5 per cent. 


Central State Hospital. 





MENTAL HYGIENE.* 


Hucu C. Henry, M.D., 


Richmond, Virginia. 


The subject of Mental Hygiene is one on which 
it is difficult to speak in general terms because of 
its many ramifications and, I might say, its all- 


inclusiveness. In an attempt to do so one is in 
danger of repeating axioms or truisms which are 
elementary to his audience. 

Dr. William A. White reminds us it was at the 
beginning of the century that the psychoanalytical 
movement began to show itself and it was at about 
the same time that the mental hygiene movement 
also began to take form. These two movements ever 
since have traveled a parallel but by no means an 
unrelated course. The old descriptive psychiatry of 
Dr. Kraepelin could hardly have brought forth, he 
says, a mental hygiene movement having vitality be- 
cause all of its patients were in asylums and the 
symptoms which they exhibited were without mean- 
ing. By giving to these symptoms a meaning, the 





*Read before the Virginia Welfare Council, Roanoke, 
Va., April 18, 1940. 


psychoanalytic movement has made its greatest con- 
tribution to mental hygiene. 

In the beginning, apart from some rather broad 
formulations, the movement was concerned prin- 
cipally with the improvement of the condition of the 
insane in State hospitals and a realization in prac- 
tice of the humanitarian attitude exemplified by Dr. 
Philip Pinel in France, Dr. Tuke in England, and 
Dorothea Dix in America. Mr. Clifford Beers, 
without whose dynamic personality the organization 
of the National Committee for Mental Hygiene 
might have been delayed many years, has been a 
tower of strength in bringing together the philan- 
thropic, social and other technical forces, each of 
which has contributed its quota in the development 
of a program which recognizes a field infinitely 
larger than the circumscribed one found within the 
walls of the State hospitals. 

Leading psychiatrists of the American Psychiatric 
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Association and the National Committee, taking a 
cue from the accomplishments of general medicine 
in the field of prevention, early saw in mental ill- 
ness a public health problem and, as such, one to 
be attacked by the application of preventive prin- 
ciples. It was only when the movement began to be 
coupled with a program of prevention that the term 
“mental hygiene’ came into its true significance. 

Dr. H. B. Lasswell, at the recent meeting of the 
American Association for the Advancement of Sci- 
ence, in Richmond, reminds us that it is only within 
comparatively recent times that the psychiatrist be- 
gan to look outside of or beyond the entity called 
the “individual.” It had been taken for granted 
that the totality to be studied and protected was the 
bundle of cells called the individual. In undertak- 
ing to follow disease processes to their source, how- 
ever, he came ever so often upon family and other 
environmental situations which could not be dis- 
connected from the patient himself. The physician 
accustomed to time honored methods could hardly 
bring himself to the point of including environment 
in the disease process itself, but it was finally found 
impossible to advance without breaking through the 
bonds of preconceived ideas. It became clear that 
the entity with which we were concerned was not the 
cell bundle called the individual but an interper- 
sonal! relationship, and thus was given to mental hy- 
giene a further significant meaning. 

This changing attitude should not have been so 
difficult to correlate with scientific procedures with 
which the doctor was familiar, for in the field of 
general preventive medicine have we not explained 
yellow fever, malaria, typhoid fever, and a host of 
other somatic diseases by dealing with mosquitoes, 
rats, rat fleas, common house flies, etc.? The treat- 
ment of the sick patient himself is an insignificant 
thing as compared to dealing with the carriers men- 
tioned, which is to say, with things environmental 
to the patient. 

I spoke just now of the contribution which psy- 
choanalysts made to mental hygiene in giving to the 
patient’s symptoms a meaning, and I must now speak 
of the contribution which workers in the field of 
social science have made. For years, in the course 
of their duties, they had been accumulating volumes 
of data relating to their client and his environment. 
When the psychoanalyst came forward with an in- 
terpretation of this data, there was consummated a 
union of forces which has made for a dynamic pro- 
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gram of mental health. This is not to say that the 
hypotheses of Dr. Sigmund Freud, whom many re- 
gard as the greatest psychiatrist of the century, have 
been universally accepted in their entirety; but at 
the time of his death in exile last October, he had 
lived to see them adopted in pririciple, if not in de- 
tail, by the psychiatrists of the world at large. 
With the problem clearly stated, and in possession 
of ample knowledge of the direction in which we 
should advance, let us become introspective for the 
moment with regard to Virginia. What is the situa- 
tion and what are the facilities as far as the State 
is concerned for dealing with this vital problem? 
I shall omit any discussion of the mental work of 
the Federal Government, such as that at the Vet- 
erans Facility at Roanoke, and of the municipalities, 
such as that at the Memorial Child Guidance Clinic 
at Richmond, as well as that done by private phy- 
With the exception of a psy- 
chiatric ward at the University of Virginia and one 


sicians and sanatoria. 


in process of construction at the Medical College of 
Virginia, the four State hospitals and two colonies 
for the feeble-minded represent the hospitalization 
facilities of the State for mental patients. These 
institutions cared for last year an average popula- 
tion of 10,415 patients. They admit annually over 
3,000. 

The State allows for the support and treatment 
of each patient 53 cents daily. This compares with 
Maryland 63, Florida 68, South Carolina 73, North 
Carolina 73; while at the other pole we have New 
York $1.11, and Massachusetts $1.16. 

Salary costs per patient in Virginia are $64.64 
annually. This compares with North Carolina 
$74.55, Florida $87.25, South Carolina $99.50, 
Maryland $101.80, Massachusetts $235.57, and New 
York $244.43. 

Attendants and nurses per patient in Virginia are 
in the ratio of 1-14.9, in Florida 11.6, Maryland 
11, North Carolina 10.7, South Carolina 10, New 
York 6.7, Massachusetts 6.7. 

Physicians per patient in Virginia are in the ratio 
of 1-438. In North Carolina 362, Florida 270, 
South Carolina 250, Maryland 215, New York 178, 
Massachusetts 175. 

These ratios must be considered in comparison 
with the standard ratios as set up by the American 
Psychiatric Association and the National Committee 


for proper service, which are: Attendants and Nurses 
1-8, and Physicians 1-150. 
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Should a further comparison with other states be 
made, Virginia would be found near the bottom of 
the list as far as the items mentioned go. Neverthe- 
less and notwithstanding, the standard of care in 
the Virginia hospitals has been steadily improving 
in recent years and the number of patients recovered 
or improved and discharged (considered a proper 
criterion) compares very favorably with most of the 
other states, which speaks well for those institutions 
that labor with insufficient personnel. 

In the great extra-mural field, with exceptions 
which I shall presently mention, the Bureau of Men- 
tal Hygiene of the Department of Public Welfare 
with one psychiatrist, one psychologist, and one so- 
cial worker, represents Virginia’s army which is ex- 
pected to deal with this vital problem. I have only 
praise for the splendid work of this Bureau, but if 
the hospitals are undermanned, what shall be said 
of the facility which is expected not only to seek 
out and diagnose but to treat in its incipiency mental 
illness? I have no delusions with reference to an 
ultimate millenium in the prevention of mental de- 
fect and disease (I sometimes fear we have over- 
sold this idea to the layman), but it is evident that 
only by an application of the principles of preven- 
tion may we expect any decrease in the incidence 
of these disorders. Words are of no avail and knowl- 
edge is of no avail, unless something comes of it. 


The exceptions to which I referred just now in 
speaking of the Mental Hygiene Bureau must in 


justice be mentioned. They are, first, the work 
which is being done in the two medical schools in the 
line of teaching psychiatry which combines with it 
necessarily a mental hygiene clinic. The teaching 
of psychiatry in the medical schools is in effect a 
tremendously potent approach to the problem which 
will without doubt bear fruit. Second, the parole 
patient extra-mural clinics which are being conducted 


by each of the State hospitals. These clinics are ~ 


being conducted without any special appropriation 
therefor and at the expense of a shortage on the 
hospital staffs, already too small. Third, the prepa- 
rations which are about completed to offer in one of 
the State hospitals affiliate training in psychiatric 
nursing for nurses of general hospitals who will 
avail themselves of it. These things represent, I 
think, a contribution to the general question of men- 
tal hygiene which should not be overlooked. This 
introspection which I have invited, while encour- 
aging in many ways, fails to be satisfying with re- 
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spect to the part which the State as such is cx 
tributing to the cause of mental health, particular y 
in the field of prevention. 

In a survey of the mental hospitals of the Staie 
made in 1937 by the Hospital Survey Committ e 
of the National Committee for Mental Hygier:, 
among other important recommendations is thit 
which urges that each hospital be made the center 
for all mental health activities in its district and the 
establishment by the various staffs of these hospitals 
of out-patient clinics throughout the State. 

This, you will observe, contemplated the utilization 
in the mental health field of the physicians and the 
facilities of the State hospitals extramurally. Some 
thirty-odd physicians in the employ of the State who 
have psychiatric experience are confined, and I use 
this term advisedly, within the walls of their in- 
stitutions, for there is no authority in law for 
the State hospital through its personnel to deal 
with mental hygiene outside of the institution 
or at least with other than its own patients who 
by and large are the end product of disease and 
are scarcely ever admitted until the disease is so 
well established as to be committable. It seems to 
me that a short-sighted policy prevails and an 
economic loss results when the thirty-odd psychia- 
trists employed in the State hospitals are, in effect, 
without authority to engage in the important pre- 
ventive work which is embraced in the term and is 
the essence of mental hygiene as we understand it. 
While it is true, as I have said, the hospitals are 
terribly undermanned and without substantial addi- 
tions the question may naturally arise how this 
extra-mural work could be added to their duties 
without resulting in a mere gesture. My answer 
would be that all things must have a beginning and 
that no substantial and enduring house was ever 
builded in a day. I may say parenthetically that, 
as an earnest desire of the State hospitals to make 


‘some contribution, the parole patient clinics men- 


tioned were established, but these fall far short of 
an adequate and well-planned approach to the gen- 
eral problem under discussion. 

In addition to physicians with psychiatric train- 
ing and psychologists, a special kind of social worker 
and a special kind of nurse must more and more be 
recruited or developed and made use of both within 
and without the State hospitals if a worthwhile 
therapeutic program is to be made effective. The 
psychiatric social worker and the psychiatric nurse 
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are indispensable, for mental hygiene must concern 
itself with the home, the family group, the school, 
the recreational and amusement activities, the fac- 
tory, the juvenile court, the prison, and what not. 
Even so, any plan which does not contemplate co- 
operation on the part of welfare, educational, and 
correctional agencies with the mental hygiene set-up, 
under whatever head or department it may be, is 
doomed to failure, for there is a community of in- 
terest which demands the fullest sort of united 
effort. 

It is not the purpose of the speaker to discuss at 
this time the merits or the demerits of any particular 
administrative set-up for mental hygiene. One point 
in which the several plans recently proposed are 
agreed is the desirability of having embraced un- 
der one central control body or group all mental 
hygiene activities. 


I have indicated what I think is an anomalous 
situation in our present set-up. The Welfare De- 
partment, in effect, is charged with responsibility 
for prevention, and the hospital group, in effect, is 
charged with the custody of the insane and per- 
chance the cure of his mental illness. I have indi- 
cated the willingness of the hospital group to as- 
sume its share of responsibility. 

At a time when the greater part of the civilized 
world seems to be at the mercy of mad men and 
bent on commiting suicide, a healthy mind capable 
of clear thinking was never before so important. 
These matters must have the serious consideration of 
all good citizens of Virginia, such as this group 
represents, to the end that we may make our maxi- 
mum and rightful contribution in the light of pres- 
ent-day knowledge to the promotion of mental health. 

1201 East Marshall Street. 





EXPERIENCES WITH INSULIN AND METRAZOL IN THE 
TREATMENT OF EIGHTY PSYCHOTIC PATIENTS.* 


Joun C. Pater, M.D., 


and 


James P. Kino, M.D., 
Radford, Virginia. 


The primary purpose of this paper is to give as 
accurate an analysis as possible of eighty psychotic 
patients who have been treated with insulin and 
metrazol shock therapy at Saint Albans Sanatorium. 

The results are based on our follow-up of these 
patients by letter or interview and includes all pa- 
tients treated by insulin and metrazol from May, of 
1937, until April, 1940. 

No patients either under treatment at this time 
or under observation are included in the summary. 
We wish to mention a few observations gained from 
our experience with shock therapy which we think 
will be of interest to you. 

As can be seen from Table 2, containing the 
summary and comparison of our results, only cases 
of dementia praecox and manic-depressive psycho- 
sis have been included. Of particular significance 
are the percentages of cures obtained in the early 
cases of dementia praecox. These deductions have 
been made from a critical viewpoint, but it is prob- 





~ *Read before the Neuropsychiatric Society of Virginia, 
at Radford, Va., June 19, 1940. 


able that in the course of time some of our cases 
who have made a complete recovery may relapse. 


RESULTS OF TREATMENT: INSULIN AND METRAZOL IN 
SCHIZOPHRENIA 
DURATION LESS DURATION MORE 
THAN 1 YEAR THAN 1 YEAR 

18 CASES 21 CASES 
Recovered ___ 12 (66%) 4 (19%) 
Improved ____ 3 (17%) 3 (14%) 
Unimproved __ 3 (17%) 14 (67%) 


TOTALS 
39 CASES 
16 (41%) 
6 (15%) 
17 (44%) 


ForM oF SHOCK EMPLOYED 
INSULIN ALONE METRAZOL ALONE COMBINED 
9 CASES 13 CASES 17 CASES 
Recovered 7 7 
Improved ____-- 2 3 
Unimproved ___- + 7 


INSULIN AND METRAZOL SHOCK IN MANIC-DEPRESSIVES 
INSULIN METRAZOL COMBINED TOTALS 
7 CASES 20CASES 14CASES 41 CASES 
Recovered_ 29 (71%) 2 16 11 29 
Improved__ 7 (17%) 5 3 1 9 
Unimproved 5 (12%) 0 1 2 3 
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Included in the summary are nine cases of involu- 
tional melancholia, all of which have made complete 
recovery. 

Our findings confirm the experience of others, 
with metrazol being the drug of choice for the manic- 
depressive group and insulin or insulin-metrazol for 
the schizophrenias. We have classified those pa- 
tients as ‘recovered’ who show a complete remis- 
sion of symptoms, with normal mental control and 
return to their usual stations in life. By “improved” 
we mean those patients who are socially adjusted at 
home and able to perform partial duties but who 
still manifest symptoms of their psychosis. The 
“unimproved” classification includes those patients 
whose mental condition ultimately remains the same 
as when admitted. 

When we first began the use of metrazol, we ad- 
ministered the drug alone but because of several 
factors we have, for the past year, used the com- 
bination of insulin and metrazol. Many cases of 
dementia praecox progressed to a certain point but 
the improvement was not sustained with the exclu- 
sive use of either insulin or metrazol. Our obser- 
vation proved that the combined use of the two 
drugs enabled us to secure much better results. 
These cases were given mild insulin shocks with re- 
tention of reflex and response to external stimuli. 
This semicomatose state also provided amnesia for 
the metrazol convulsion which followed and there-by 
relieved some of the dread of the treatment. As is 
well known, insulin given in sufficient dosage in- 
variably produces a gain in body weight, which is 
an added advantage in the under-nourished patient. 

A word regarding the technic. The patient is 
given insulin at 7:00 in the morning and after a 
mild shock period of thirty minutes to one hour, 
metrazol is administered. Hard beds are used, with 
a sand bag placed in the mid-dorsal region of the 
back to prevent the extreme flexion of the spine 
which often results in compression fracture of the 
thoracic vertebrae, and the arms are held loosely to 
patient’s side to prevent violent thrashing about 
which sometimes causes fractures of the humerus. 
We administer relatively large initial doses of 
metrazol which minimize the clonic phase of the 
convulsion. Dislocations of the shoulder occur with 
less frequency when the larger dosage is employed. 

Immediately following the Metrazol convulsion, 
a 50 per cent solution of glucose is given intraven- 
ously. We prefer injections to tube feedings since 
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damage 
tracheal 


to the nasal mucosa and possible intra- 
misplacement of the feeding is not infre- 
quently encountered. Following the injection of 
glucose, the patient is given two glasses of sweet- 
ened fruit juice orally. As a rule, the patient comes 
out of the shock quietly, restraints seldom being nec- 
essary; whereas with metrazol alone the patient is 
often very excited and noisy for several hours fol- 
lowing the convulsion. 


The patients are given insulin shock daily with 
the exception of Sundays. As a rule, we give metra- 
zol three times each week in the beginning of the 
course and extend the interval to twice weekly and 
once weekly as the treatment progresses. We en- 
deavor to individualize the patient’s requirements 
and his improvement governs the frequency and 
number of shocks. The least number which we 


have given has been three and the greatest number 
administered forty-one, the average being ten to 
fifteen metrazol convulsions. 

In our experience with metrazol convulsive ther- 
apy, we have observed that some patients showed a 
temporary relapse of symptoms following the initial 
course of ten to twelve shocks. This relapse occurred 


from one to two weeks following cessation of the 
treatment and was seen in 65 per cent of our manic- 
depressive cases. An additional series of two or 
three injections of metrazol restored the patient to 
his previous level of improvement, which gain was 
sustained afterward. This temporary relapse has no 
doubt been a factor in evaluating the results with 
metrazol and we feel that all patients should be 
kept under observation for a sufficient period after 
completing the course of treatment to prevent relapse 
of symptoms. 

The acute manic, violent, combative, destructive 
and difficult in his management—responds nicely to 
metrazol, frequently becoming tractable after a sin- 
gle injection. We give the hyper-manic metrazol 
daily for three or four consecutive days and it has 
been our experience that this patient becomes quiet, 
easily managed, with a decrease in his psychomotor 
activity within this period of time, after which the 
patient is given metrazol shocks once or twice weekly 
depending on the progress made by the patient. It 
has been our experience that the use of shock ther- 
apy has greatly reduced the necessity for tube feed- 
ings and the use of restraints as well as prolonged 
special nursing and constant care. We have previ- 
ously mentioned our results with involutional mel- 
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ancholia, and metrazol appears to be a specific treat- 
ment in many of these cases. The agitated depressed 
patient offers the best indication for metrazol and 
the duration of the disease is undoubtedly greatly 
curtailed by its use. We have not extended the use 
of insulin and metrazol beyond the manic-depressive 
group and dementia praecox. 

In this series of cases, we have had relatively few 
accidents. One case sustained bilateral fracture of 
the surgical neck of the humerus and here X-rays re- 
vealed a rather marked calcium deficiency of the 
patient’s bones. We have had only one proved com- 
pression fracture of the thoracic vertebrae, although 
we have not X-rayed all cases complaining of the 
pain in the chest or back region. We feel that X-rays 
should be made of all painful regions to rule out 
the possibility of a fracture. We have had a few 
dislocated shoulders and jaws which are quickly and 
easily reduced during the period of relaxation fol- 
lowing the convulsion. In two cases of insulin 
shock, an irrreversible reaction was encountered, 
and one of these is unrecovered, presenting a Kor- 
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sakow’s syndrome after six months. The other case 
of prolonged shock made a good recovery both from 
the coma and his psychosis. We believe that proper 
care during the convulsive stage of metrazol shock 
will prevent many complications. The recent work 
of Bennett with curare is very interesting but we 
have not had the occasion to use it. In a recent 
communication, Bennett stated that he had given 
over 1,000 injections of curare without untoward 
effects. Curare is used just prior to metrazol and 
produces a transient paralysis of the muscular sys- 
tem, which in reality reduces the severity of the 
convulsive seizure, hence lessening the possibility of 
complications, bone fractures, dislocations, etc. 


We do not intend this paper to be a treatise on 
the use of insulin and metrazol, but rather we have 
in mind the presentation of our cases and the results 
which have been obtained, together with our obser- 
vations and experiences with the use of shock -ther- 
apy in various psychotic states. 


St. Albans Sanatorium. 





SOME COMMENTS ON THE INTRAMURAL AND EXTRAMURAL 
ACTIVITIES OF A MODERN STATE HOSPITAL.* 


JoserH E. Barrett, M.D., 
Clinical Director, Southwestern State Hospital, 
Marion, Virginia. 


During the past fifty years our knowledge of dis- 
eases and disease processes has increased by leaps 
and bounds. Co-ordinately, hospitalization and other 
treatment facilities, especially in the field of physical 
medicine, have improved and increased so it can 
be said that in no country in the world are the 
standards of medical care and treatment more ade- 
quate than ours. Aside from the medical profession 
there has been no organized group more active in 
bringing this situation about than the welfare 
workers themselves. 

During the past thirty-five years probably no 
special field of medicine has made greater progress 
both in the spheres of knowledge of the disease 
processes and in improved methods of treatment than 
has psychiatry. I am sorry, indeed, that it cannot 
truthfully be said generally that the facilities for 


*Read by invitation before the Mental Hygiene Sec- 
tion of the Virginia Conference of Social Work, Roanoke, 
Va., April 19, 1940. 





hospitalization and treatment have kept pace. In 
some states patients are permitted to be kept in jail 
for varying periods of time before admission to a 
hospital can be arranged. 

It is axiomatic that the most favorable time to 
treat any disease process is at its beginning. Failure 
to do so is, I believe, largely responsible for the ever 
increasing number of continued treatment cases in 
our State hospitals. 

Virginia, although not alone in this, has also 
lagged in its organized program for the prevention 
of mental disease. I am glad to be able to say, 
however, that this latter program is beginning to 
take form. 

No longer is mental disorder looked upon as a 
visitation of divine disfavor. Aside from that rela- 
tively small group of organic psychoses, and think- 
ing of that large group of so-called functional psy- 
choses, mental disease in general can be thought of 
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as the individual’s mental equipment succumbing to 
the stress and vicissitudes of life in a similar way to 
that in which the organism succumbs to its battle 
with pathogenic bacteria. In other words, we are 
unable to cope with the situation either mentally or 
physically. This may be due to (1) inadequate 
hereditary equipment, (2) lowered resistance in an 
adequately equipped individual, or (3) an over- 
whelming situation. 

A state hdspital, when conducted primarily for 
the benefit of the patient, is one of the most active 
of modern medical clinics. When patients are ad- 
mitted to a state hospital, and almost immediately 
assigned to work on the farm, in the laundry, car- 
penter shops, etc., without an adequate study hav- 
ing been made of their conditions and needs, I am 
convinced that the patient is being exploited in the 
interest of something else. When it is necessary or 
permissible to retain patients in hospitals as under- 
paid employees the situation warrants study. 

The modern state hospital is primarily concerned 
with the placing of each newly admitted patient un- 
der treatment indicated by his condition with the 
objective of returning him or her to their home and 
community at the earliest possible date. It is fur- 
ther interested in setting up the conditions necessary 
to obviate this patient’s return to the hospital if 
possible. 

There are a number of other activities closely 
associated with the clinical work of such a hos- 
pital, viz.: Educational and training activities, 
research and prevention, which will be mentioned 
briefly during the course of this paper. 


THE NEWLY ADMITTED PATIENT 


There is probably no ordeal looked upon with 
more hopelessness by relatives, than the sending of 
one of their family to a mental hospital. This is a 
condition that there should be increasing efforts to 


correct. Oftentimes mentally sick individuals are 
whisked off to the hospital by relative strangers 
without even an effort at explanation as to what is 
being done. At other times the patient has misrepre- 
sentations made as to where he is going, hence finds 
himself in a hospital feeling very resentful. 

The admission procedure for new patients in men- 
tal hospitals is one that should be very carefully 
worked out. Sufficient time should be taken in the 
admitting office, if patient’s condition will permit, 
to fully explain the nature of the hospital, just why 
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he is there, and as nearly as possible what he miy 
expect. Such a procedure tends to restore a degre 
of confidence and makes the future handling of his 
case much more satisfactory. 

The patient’s proper segregation in the. receiving 
service is all important. It is to be regretted that 
housing facilities have in the great majority of in- 
stances been constructed on such a large scale that 
satisfactory segregation is difficult. This oftentimes 
forces the new patient into immediate contact with 
unimproved continued treatment cases who fre- 
quently paint for this new patient a very forlorn 
picture. 

I am convinced that the reception service should 
be somewhat detached from the continued treat- 
ment portion of the hospital, and that such service 
should be so constructed that new patients can be 
segregated into small groups. It can be predicted 
that 60 per cent of the patients admitted to such a 
facility, with adequate treatment facilities, can be 
released in six months or less. 

Each new patient should be subjected to a pains- 
taking physical examination within not more than 
twenty-four hours after admission. The psychiatric 
study will take a longer period but must be com- 
pleted as rapidly as possible. The compiling of a 
pre-hospital social history is a very important work, 
oftentimes assigned to the social service department. 
Although I understand the work of the social serv- 
ice department is to be separately discussed, I shall 
comment briefly regarding this highly important 
service. 

In hospitals where this department is used merely 
for gathering news and running errands there is an 
unwarranted misuse being permitted. I have come 
to think of the members of this department as my 
extramural therapists. Following the patient’s ad- 
mission they have been actively studying and cor- 
recting the environment from which he came; they 
have followed closely his treatment and progress 
intramurally so that, when he is ready for release, 
their job becomes the carrying on of the treatment 
extramurally in the environment which they have 
already constructed for him. Such a cooperation by 
trained and skilled workers cannot but result in an 
increasing number of satisfactory re-adjustments for 
mentally ill persons. 

We find patients in varying states of physical 
health. The modern state hospital must be equipped 
to diagnose and treat practically all the diseases 
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known to physical medicine, possibly with the ex- 
ception of some of the most obvious communicable 
diseases, and occasionally one of these is admitted 
in its prodromal stage. Hence adequate facilities 
should be available for immediate isolation or segre- 
gation if intramural epidemics are to be avoided. 

Frequently disturbed mental conditions are found 
engrafted on acute physical disorders and vice versa. 
Hence adequate laboratories for routine and special 
examinations must be available and properly per- 
sonnelled. Surgical and medical units must be pro- 
vided if the patient is to receive adequate care and 
treatment. 

Then, too, the patient’s mental condition may be 
and often is such as to require immediate considera- 
tion. Acutely disturbed cases must be placed under 
sedative treatment; depressed and indifferent cases 
must be stimulated. Programs must be worked out 
as rapidly as possible to place the patient on the 
road to improvement and recovery where possible. 


PHYSIOTHERAPY 

This term is used to include hydrotherapy, elec- 
trotherapy, and the various forms of massage, me- 
chanical manipulation, etc. 

In my opinion the sedative forms of hydrotherapy, 
such as wet sheet packs and continuous baths, are 
highly preferable to sedative drugs in the treatment 
of disturbed and restless cases. They are forms of 
treatment that can be used almost. anywhere in the 
institution but preferably in designated sections. 
They are forms of treatment that can be used re- 
peatedly without fear of addiction or untoward re- 
sults when carefully supervised. 

The tonic forms of hydrotherapy, although mild, 
can always be applied to meet the physical condition 
of the patient and can be highly recommended. 

Electrotherapy has a wide range of applicability 
both from the psychic and physical standpoints. 


OccUPATIONAL THERAPY 

There should be no confusion between occupa- 
tional therapy and industrial therapy. 

When I speak of occupational therapy, I refer to 
the use of the various arts and crafts, under the 
supervision of trained workers, Occupational ther- 
apy should be very carefully prescribed to meet the 
needs of the individual patient. It should have for 
its immediate purpose the direction of the patient’s 
thoughts and activities toward something other than 
himself and into the field of objectivity. Failure to 


produce a useful article is beside the point; how- 


ever, as patients improve in their mental condition 
they will produce useful articles in this sphere of 
activity. As improvement progresses patients may be 
assigned to the various industrial activities where 
production of useful articles is of major concern. 
This form of therapy, industrial therapy, may be 
used for training patients in new spheres of activity, 
anticipating their return to the community, or it 
may be used with continued improvement to the ex- 
tent of re-establishing self confidence. 


RECREATIONAL THERAPY 

Although play is enjoyed by everyone, its use in 
the treatment of mental patients is a means to an 
end. Many patients if left to their own resources 
will sit and sit, all too satisfied with their own 
thoughts and their, world of fantasy and delusicn. 
Experience has demonstrated the usefulness of play 
in various forms to stimulate healthy competition 
among those whose mental illness makes them too in- 
dividualistic, and to supplement other measures that 
cultivate physical sturdiness and vigor in a group 
who may neglect the demands of their own bodies. 
In contrast to this form of therapy it is often stated 
that a considerable number of patients work on the 
farm and about the institution and get all the exer- 
cise they need. Quite true, but even they would en- 
joy a little play. On the other hand, there are hun- 
dreds who, because of their extreme indifference and 
lack of interest, rarely leave their wards except for 
walks. They must not be forgotten in any well or- 
ganized program, and many of them may be brought 
back to industrial employment through proper meas- 
ures persistently applied. 


Music 
The effect of music on mental processes has been 
extensively investigated with varying results, but 
certainly has a prominent place in the therapeutic 
procedures of a modern mental hospital. 


BIBLIOTHERAPY 
Modern state hospitals have libraries of varying 
size, Prescribed reading is therapeutically sound 
and is being increasingly used with satisfactory re- 
sults. 


PsYCHOTHERAPY 
The bringing of the physician’s experience and 
knowledge to bear upon the problems of the men- 
tally ill is psychotherapy. The methods of doing 
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this may be according to various schools of thought. 
It seems to me that whatever school of thought one 
endeavors to follow, the ultimate goal one hopes to 
achieve is the same, viz.: an understanding by the 
physician of the patient’s conflicts and the bringing 
of the patient to see them too. A critical evalua- 
tion of the various methods is, of course, not yet pos- 
sible. But, by and large, psychotherapy is a form 
of treatment somewhat neglected in many large hos- 
pitals, largely because of inadequate personnel to 
carry on these time-consuming programs. 


SPECIAL THERAPIES 

During the past several years the use of shock 
therapy with insulin and metrazol in cases of schizo- 
phrenia has been increasingly used in cases of manic 
depressive psychosis and the involutional psychoses. 
In different hospitals the results have been dif- 
ferently interpreted to the extent that most every- 
where one method of producing shock has been dis- 
carded in favor of the other and vice versa. It can 
be said, however, that the results from each form of 
shock therapy have been sufficiently satisfactory, es- 
pecially in selected cases, to warrant its continued 
use. In our hospital we have adopted the use of 
metrazol because (1) the results are satisfactory and 
(2) because of its ease of administration with small 
personnel. 

The use of the various forms of hyperpyrexia 
and chemotherapy in the treatment of syphilis of 
the central nervous system is so broadly prevalent 
that to say they are not used would indeed be a 
mark of derogatory distinction. This form of ther- 
apy has indeed enhanced the outlook and longevity 
for these patients many times. 

I would like to mention the so little thought of pro- 
cedure as the service of food as a therapeutic meas- 
ure. I am personally convinced of the value of 
cafeteria type of service for all ambulatory patients. 
I have seen the value of this many, many times, in 
well organized state hospital cafeterias, where an 
element of choice in foods is offered and a standard 
of appearance on the part of the patient is required. 
There has most always resulted voluntary improve- 
ment in personal appearance and a marked degree 
of restoration of self confidence. 

There are many special groups which should be 
given clinical consideration here, but I will mention 
only one. 

During the past two years at Southwestern State 
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Hospital roentgenological survey has been made of 
the chests of all patients, both old and new. All 
active cases of pulmonary tuberculosis, both men and 
women, are segregated in a separate building, espe- 
cially constructed for that purpose and are under 
modern treatment for their condition. 

There are several other groups for which pro- 
grams are being planned, but are being hampered 
because of inadequate personnel. 


OTHER ASSOCIATED CLINICAL ACTIVITIES 

Earlier in this paper I stated I would mention 
briefly some of the associated activities of the clini- 
cal work of a state hospital. 

Education and Training. I am of the opinion that 
each hospital has the responsibility of keeping the 
citizens of its district repeatedly infgrmed of the 
early signs and symptoms of mental disease so that 
their family physician can be properly consulted. I 
further believe the hospital should feel responsible 
for keeping the physicians of its district informed 
of the advances it has made and the treatment it is 
prepared to give. 

In my opinion the teaching hospital is most often 
the best hospital, and offers more to its patients. 
Active supervised training should be always avail- 
able to medical students, student nurses, student so- 
cial workers. No longer can the state hospital re- 
main an institution apart and detached from the 
activities of its district. Its patients come from these 
communities and many will return to the various 
communities, hence the hospital must know its com- 
munities and the people of the communities must 
know it, what it is doing and what it stands for. 

Research. The state is probably the only agency 
sufficiently powerful and financially able to even at- 
tempt the problems of hospitalization for mental 
disease. No organization should be more concerned 
about research into the causes, improved methods of 
treatment and prevention of this increasing problem. 
For these reasons, if for no other, each state hospi- 
tal should be actively engaged in research. 

Out-Patient Clinics. In my opinion the responsi- 
bility of the state hospital does not end when its 
patient is sufficiently improved to warrant return to 
his home and community. In most instances he has 
been away from this environment for a period of 
months and sometimes years, suffering from a iype 
of disorder which has impaired his organizing and 
adjusting ability. Situations may have changed to 
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the extent that he will be entering practically a new 
world. He continues to need assistance through this 
period of re-adjustment. Extramural clinics for such 
patients have been found most beneficial. The psy- 
chiatrist’s periodic assistance and the social work- 
ers continuous assistance has proven most valu- 
able. From the Southwestern State Hospital we are 
now conducting four such clinics, located at that 
number of different centers most readily accessible 
to our paroled patients. Under this system, since 
August 1, 1939, 195 patients have been placed on 
parole and 70 per cent of them are still at home. 

This in itself is sufficient to warrant the estab- 
lishment of a number of out-patient clinics and is 
proving of great value to paroled patients. Patients 
themselves state the value of these psychiatric inter- 
views in different ways. Recently one patient stated 
that he desired to come to the clinic each month be- 
cause of the reassurance he was able to gain. An- 
other put it in a rather different fashion by saying 
that after she had visited the clinic she knew she 
was not going to need to go back to the hospital. 

It is logical to ask if these extramural clinics can 
be or are of any value to other groups than paroled 
hospital patients. Without going into a discussion 
at this point of the various types of extramural 
clinics and the personnel required, the answer can 
be emphatically yes. 

Social agencies in the relief field have numerous 
clients whose problems become increasingly diffi- 
cult to handle largely because .of the personality of 
the client. These do not amount to even early psy- 
chotic manifestations but require a psychiatric in- 
terpretation. Just recently such a client was re- 


ferred to me at one of my clinics. As a result of 
one psychiatric interview, taking about one hour 
during which time the patient was brought to see 
something of himself and in addition something of 
his personal obligations and responsibilities, I am 
informed the situation has changed to the extent 
that the agency is no longer bothered, at least for the 
present. 


There are also clients showing early psychotic 
manifestations which can be adequately treated ex- 
tramurally, and in many instances hospitilization 
obviated. 


In many localities the courts avail themselves of 
such services in order to ascertain a better knowl- 
edge of the persons with whom they have to deal. 
Judges have told me that it has many times been 
quite helpful to know just what type of person this 
man or woman is. Some Juvenile Courts have even 
established their own psychiatric clinics in order to 
have them always at hand. Domestic relations courts 
have also found the psychiatric advice from such 
clinics quite helpful in many instances. Our schools 
also have many problem children whose difficulties 
can best be approached when a better knowledge of 
the child’s personality and any deviation is at hand. 
The discussion of child guidance clinics in any de- 
tail would take more time than is available. It 
should be said, however, that in childhood is the 
most opportune time to do preventive work in the 
field of mental disease. Abnormal behavior pat- 
terns noted in childhood, if not corrected, will in 
many instances develop into psychotic manifesta- 
tions later on. 





MENTAL HYGIENE AND PSYCHIATRY.* 


Patrick H. Drewry, Jr., M.D., 
Assistant Professor of Psychiatry, Medical College of Virginia, 
Richmond, Virginia. 


Since the mental hygiene movement in this coun- 
try started with the purpose of improving the care 
and treatment of patients in mental hospitals, it is 
only natural that psychiatry should have played a 
greater part in the movement than the other branches 
of medicine, and that advances in psychiatry and 
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mental hygiene should continue to be related. How- 
ever, if we accept the definition given by Muncie! 
of mental hygiene as being “The understanding of 
and action on those problems of mental health which 
the collective society must assume since their im- 
plications pass beyond the bounds of personal re- 
sponsibility”, it becomes clear that any mental hy- 
giene program must of necessity involve not only the 
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physician, but all others who have influence upon 
the personalities about them. ‘Furthermore, we see 
that problems are involved which touch upon the 
fields of medicine or psychiatry only indirectly, and 
that consequently these problems come more within 
the scope of such specialists as educators, social 
workers, lawyers, and others. It is because of this 
that I wish to limit my discussion to some of the 
aspects of mental hygiene that are more closely re- 
lated to medicine in general and psychiatry in par- 
ticular. 

It is the function of the physician to treat, or aid 
in the prevention of, deviations from the normal 
state of health; consequently, it is important to know 
what constitutes “normal” health in order to prop- 
erly work toward that goal. In many of the so- 
called “organic” diseases we have arrived at cer- 
tain standards of health which can be more or less 
easily measured but, when we try to determine what 
constitutes normal mental health, we run into diffi- 
culties. It is true that we can recognize extreme 
deviations, and even the law can furnish us with a 
definition of poor mental health by saying that an 
individual needs care when he does not know the 
nature of his acts, and is a danger to himself or 
others. But such a definition is woefully inadequate 
from the medical standpoint, for it ignores many 
emotional reactions which are both distressing and 
crippling in their nature. In deciding upon what is 
normal, we must consider not only what is going 
on within the individual, and what effect it is hav- 
ing upon him, but we must also keep in mind the 
setting in which the reaction occurs. For example, 
the “normal” cannibal of some South Sea island 
engages in behavior which would cause him to be 
considered most abnormal in any community in this 
country. Similarly the cannibal would probably 
send in haste for his local witch doctor were he to 
observe the antics of some of our “normal”’ citizens 
at a football game. Furthermore, it is necessary to 
remember that in dealing with human beings, one 
deals with changing individuals in a changing en- 
vironment, and consequently the definition of nor- 
mal mental health must also include this concep- 
tion. Man must be considered as a sociological as 
well as a biological unit. Because of the difficulties 
of definition the word “normal” is not satisfactory, 
yet there must be a formulation of some goal, other- 
wise progress will be limited. Kanner? speaks of 
ideal mental health, and his conception of this seems 
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satisfactory, though admittedly difficult to obta:n. 
He says one should aim for “a maximal ability of, 
plus best opportunity for, getting along with people, 
without the interference of inner conflicts or exter- 
nal frictions, in a manner that would make for full 
mutual satisfaction on a give-and-take basis.” It 
must be emphasized that he speaks of this as the 
“ideal”, and avoids use of the word “normal”. 

Whatever the definition of good mental health 
may be, there are few people who do not have their 
suggestions as to the means by which it can be at- 
tained. In a recent study of the lay conception of the 
meaning of the word “nervousness”, a mixed group 
of over one hundred people were asked what the 
word meant to them, and how they would treat the 
“nervousness” they had defined. The suggested 
methods of treatment were almost as numerous as 
the people questioned, and the answers varied from 
such statements as “think only about pleasant 
things” to advice to leave the stock market alone. 
Had the same group been asked how heart disease 
should be treated, the majority would have recom- 
mended medical care, but in response to this ques- 
tion only eight suggested such a thing, in spite of 
the fact that most of them looked upon “nervous- 
ness” as a form of illness. 

That the complex field of mental health is full of 
self-constituted experts is recognized by all who are 
interested in the subject, and it is realized that a 
portion of the blame may be laid at the door of the 
physician. Until recent years the only instruction 
given medical students in the subject was a few 
demonstrations of patients with the major psychoses, 
and consequently the graduate of the medical school 
was not only ill-informed but also disinterested, 
since in practice he would seldom come in contact 
with such advanced reactions. In consequence, the 
physician usually avoided contacts with patients 
who were mentally ill, and often either dismissed 
such patients with the statement, “your troubles are 
all imaginary”, or else wrote a prescription for some 
simple tonic and hoped the patient would go to an- 
other doctor next time. Fortunately the conditions 
which brought this about are being remedied, and 
medical schools now devote an increasing amount of 
time to: instruction in the field of mental health. 
At present most physicians realize the importance 
of the emotional factor in illness, and practice psy- 
chiatry and mental hygiene to some extent, even 
though they do not call them by these names. This 
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is particularly true of the good general practitioner 
who has an intimate knowledge of the individuals 
and families who consult him, and consequently is 
able to deal with many of their mental hygiene 
problems which are on, a situational basis. 

The role of the psychiatrist has also changed in 
recent years. Formerly, psychiatrists were to be 
found only in mental hospitals, where their chief 
concern was to see that a slim budget would pro- 
vide for the custodial care of their patients. Now 
there are more in private practice, in the general 
hospitals, and in the medical schools, though the 
need for still more in such positions is great. There 
is, however, a tendency on the part. of the public to 
expect too much of them at times, due to a lack of 
correct information about their work. This type of 
enthusiasm was exemplified in the summer of 1939 
when the British Broadcasting Company asked one 
of the eminent English psychiatrists what should be 
broadcast to the public to prevent panic during an 
air raid. The desire to prevent panic was as laud- 
able as the request was absurd. 

What is psychiatry? What does the psychiatrist 
do? How does he go about doing it? The miscon- 
ceptions on these subjects would probably fill a 
large book if they were all written down, yet funda- 
mentally the answers are quite simple. It is realized 
that most of you are cognizant of the type of work 
done by the psychiatrist, and are to a certain extent 
informed regarding his methods, yet it is still worth 
while to go over the questions briefly. In the first 
place psychiatry is a branch of medicine “whose 
purpose it is to study and understand the function 
and influence of mental and emotional processes in 
states of health and disease, with the aim of aiding 
those individuals in whom these various processes are 


not properly integrated.”* This definition is not en- — 


tirely satisfactory, but it is superior to one which 
would limit psychiatry to the field of the more ad- 
vanced reaction types. Furthermore, it connotes a 
knowledge of the interrelationships between the men- 
tal processes and emotions and the physiological 
functioning of the organism. 

It is the first purpose of the objective psychiatrist 
to aid the patient in his effort to gain ‘a maximal 
amount of mental health by the use of any means 
which are feasible. There is no mystery about the 
method of the psychiatrist, any more than there is 
about the work of the specialist in any other branch 
of medicine. There is, however, the matter of spe- 


cial skill which is acquired by practice, and can be 
gained in no other way. The good psychiatrist 
should not limit himself to some circumscribed the- 
oretical technic, but rather should be prepared to 
use any methods that are available for the treatment 
of any given patient. It can not be denied that there 
has been some confusion in the minds of many 
people regarding psychiatry, chiefly because of ill- 
considered publicity associated with the subject. 
The case of psychoanalysis is illustrative of this. 
Psychoanalysis is primarily a technic of psychiatric 
treatment, which can be used in a very limited num- 
ber of cases, yet due to an excess of enthusiasm on 
the part of some, and a spectacular type of publicity 
given it by others, much confusion has been aroused 
in the minds of physicians and public alike as to 
what it is. Many people, in fact, have been led to 
believe psychiatry and psychoanalysis are one and 
the same—when in fact, analysis is a method used 
by some psychiatrists under some circumstances. 
Unfortunately people tend to search for a formula 
of some sort to explain their troubles and, when 
they see some such phrase as “inferiority complex”, 
they grasp at it, without realizing that they do not 
know what a complex is, and that instead of having 
fouud a cause for their unhappiness, they have 
merely given it another name. 

The psychiatrist looks upon an individual as an 
integrated unit and, when a patient appears with a 
complaint, examination is not directed solely to a 
search for some “organic” origin for the trouble in 
the sense of wanting to treat by drugs alone, but 
rather an effort is made to study the individual as 
a whole. For example, if a patient comes with the 
complaint phrased in reference to his heart, exami- 
nation does not cease and the patient is not dis- 
missed when it is discovered that his heart is func- 
tioning satisfactorily. It is realized that the patient 
is having symptoms of some sort, possibly based on 
anxiety, and a thorough study of all features that 
have a bearing on this is made, and finally efforts are 
engaged in to aid him in making a satisfactory ad- 
justment, 

The method of psychiatric approach is not diffi- 
cult to understand. A thorough study is made of 
the patient’s complaint, the setting in which it de- 
veloped, and the factors which influenced its 
course. The next step is to ascertain what sort of a 
person he has been, what assets and disabilities he 
had, what his interests and aversions are and what 
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his responses to his environment have been. Finally, 
a thorough physical and neurological examination is 
made. Following this study, those defects which can 
be corrected are attended to, efforts are made to 
ameliorate difficulties which cannot be entirely re- 
moved, and the patient is aided to the fullest extent 
in the realization of those assets which he has. In 
accomplishing these aims, any agent or method that 
is available is utilized, and there is an avoidance 
of rigid formulas or the effort to use some single, 
highly specialized method of therapy to the neglect 
of other useful methods. 

The case of a married woman of forty-six who 
had heart disease illustrates these points. She had 
always been a tense, energetic, efficient person who 
had many interests. Three years before her admis- 
sion to the hospital she showed a personality change, 
began to express fears of old age, and engaged in an 
extramarital love affair. This affair was abruptly 
terminated by her lover, and three months later she 
showed signs of beginning cardiac decompensation. 
Although she was given medicine to relieve the heart 
disease she refused to eat, and finally became noisy, 
delusional, and hallucinated. She was brought to a 
mental hospital where her physical illness was prop- 
erly treated by medical means and, as the signs of 
mental illness decreased, her physician began hav- 
ing frequent psychotherapeutic interviews with her. 
She was encouraged to talk freely of her past life 
and finally interviews between her husband and her- 
self were brought about, and a better understanding 
between the two resulted. On discharge from the 
hospital she was referred back to her family physi- 
cian, who was familiar with her psychological diffi- 
culties, and six years after discharge she was still 
in good mental and physical health. 

A detailed study of this case illustrated the fact 
that her difficulties were due to no single problem 
or disease, and her recovery was brought about by 
the utilization of several different therapeutic fac- 
tors, including medicine, psychotherapy, and en- 
vironmental adjustment. 

The part the psychiatrist plays in the prevention 
of mental illness has not been mentioned, and will be 
touched upon only briefly. It is realized that there 
is no panacea that will prevent such illnesses, and 
the psychiatrist holds out no promises of freeing the 
world, or even his community, of such difficulties. 
That there are people who hope that some specific 
procedure will do so, such as those who advocate 
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sterilization for all types of mental illness, is true; 
but so far there has been no convincing proof that 
any such method will accomplish this aim. The 
field of child guidance is probably the most hopeful, 
and it is true that the child psychiatrist has probably 
prevented some individuals from engaging in anti- 
social behavior. On the other hand, there is as yet 
no way of predicting absolutely whether any given 
individual will later become mentally ill, nor has 
sufficient time elapsed for a comprehensive statisti- 
cal evaluation of the results of the psychiatric 
treatment of children. It is hoped that there will he 
an increasing cooperation between psychiatrists and 
other physicians, which will result in the earlier 
psychiatric treatment of those who need it, and that 
in this way many incipient emotional disturbances 
may either be checked entirely, or else alleviated 
before they can progress. 

While the purpose of this paper has been to give 
a conception of the attitude of the psychiatrist—or 
rather the attitude of a psychiatrist—toward some 
aspects of mental health, it is fully realized that 
many questions have been left unanswered, and that 
some of those questions are of greater importance 
than the ones covered in this brief time. I have at- 
tempted to indicate that the progress in mental hy- 
giene depends upon the coordination of physicians 
with other groups, since by the very nature of his 
work the physician at the present time is more apt to 
treat the individual than the group. I have also 
attempted to show that the work of the psychiatrist, 
while specialized, is on a rational basis and that 
knowledge of psychiatric principles can be obtained 
by physicians who are interested. 

Further progress in mental hygiene, in the final 
analysis, will be dependent upon the interest of the 
practitioner, for it is to him that the “individual 
with a complaint” will go first, consequently the 
practitioner must continue to receive information 
which will aid him in the recognition of poor men- 
tal health, and in the basic principles of mental 
hygiene, in order that he may not only be able to 
treat, but also act as a source of education in the 
subject to his patients. 

BIBLIOGRAPHY 
1. Muncie, Wendell: Psychobiology and Psychiatry. 
C. V. Mosby Company, St. Louis, pg. 545, 1939. 
2. Kanner, Leo: Child Psychiatry. Charles C. Thomas, 
Springfield, Illinois, pg. 16, 1937. 


3. Hamman, Louis: The Relation of Psychiatry to In- 
ternal Medicine. Mental Health, 9:431, 1939. 




























ive 
-or 
me 
hat 
hat 


nal 
the 
ual 
the 
ion 


ital 
to 
the 

















1940] VIRGINIA MEDICAL MONTHLY 613 





THE FIRST 100 NEW ADMISSIONS TO THE PETERSBURG STATE COLONY.* 


D. L. HarrE 1, Jr., M.D., 


Petersburg, Virginia. 


The Petersburg State Colony began operating as 
a separate unit of the State Hospital Board on Jan- 
uary 1, 1939, for the purpose of caring for and 
training mentally defective Negroes. One hundred 
and forty-eight male patients were transferred from 
the Department of Feebleminded at the Central State 
Hospital and immediately thereafter new admissions 
were received. Because of extremely limited facil- 
ities only high-grade defective Negro boys, above 
ten years of age, were considered eligible. The data 
presented here, therefore, is not comparable with 
data compiled on unselected cases. Since the open- 
ing of the Colony, that is, during the past eighteen 
months, 100 new cases have been admitted. This 
series of 100 consecutive new admissions serves 
as the basis for this paper. 

The average chronological age at time of ad- 
mission was fourteen and one-half years. The 
youngest was ten years old and the oldest was 
twenty-three years of age. The general physical con- 
dition of these boys was good. Generally speaking, 
they did not differ in appearance from the average 
Negro boy seen on the streets of our cities and in 
the country. Syphilis occurred in 8 per cent of 
the cases, one of these being a juvenile paretic. 

The vast majority of the cases reached us through 
some agency. Commitment at the request of parents 
occurred in only 8 per cent of the cases. Of the 
referred cases, the State Mental Hygiene Clinic sent 
in forty-four patients; thirty-one came from the 
Richmond Juvenile Court and its associated Chil- 
dren’s Memorial Clinic; eight cases came from local 
county welfare departments; three from private so- 
cial agencies; two cases each from Juvenile Courts of 
Newport News and Norfolk; and one case each 
came from Juvenile Courts of Petersburg and Dan- 
ville. 

I have always felt that the city of Richmond has 
been subjected to unjust criticism because of its 
high rate of admissions to various institutions of this 
State, on the basis that it serves as a state-wide 
collecting center for many agencies. However, in this 
series, Richmond was listed as the usual place of 
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residence in 35 per cent of the cases. Certainly not 
more than one-tenth of the Negroes of this State 
live in Richmond, yet one-third of our patients 
came from that city. Seven per cent of the patients 
lived in Norfolk and Portsmouth which together 
form the’ second largest metropolitan area in the 
State. Three-fourths of the cases came from the 
eastern third of the State where the Negro population 
is concentrated. 

Interesting data is available on family histories 
of this series. In 28 per cent of the cases both par- 
ents were either dead or separated from the family 
by reason of divorce or desertion. Of these, the pa- 
tients were reared by relatives in thirteen cases and 
by foster parents in fifteen cases. There were thirty- 
two cases in which the mother was living in the 
home but the father had either died or deserted. 
Of these thirty-two cases the mother worked out of 
the home during the day in eighteen instances. In 
only twenty-two cases were the mother and father 
both living in the home. 

The average number of children in the families 
of this series was five, the smallest being one and the 
largest eleven. In twenty cases the mother, father, 
sister, or brother were known to be delinquent. 
Fourteen of the patients were illegitimate. This is 
somewhat lower than was expected; according to 
1926 statistics the illegitimacy rate among Negroes 
in this State was 18 per 100 live-births. Practically 
all families of this series were economically depend- 
ent or were operating on a low marginal basis. 

A definite history of mental disorders in the family 
was found in twenty cases. These were as follows: 
brother or sister feebleminded—eight cases; mother 
or father insane, feebleminded, or epileptic—nine 
cases; grandparents, uncle, or aunt insane or feeble- 
minded—three cases. 

This family history data serves to reiterate the 
unfavorable conditions existing in many Negro 
homes. Early training, guidance and supervision 
are lacking. Little wonder is there that the chil- 
dren of these families are socially inadequate. 

In this series the average age at which the patient 
started to school was seven years; the average grade 
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attained was the third; the average number of years 
in school was six; and the average age at which the 
patient stopped school was thirteen. It will be seen 
from these figures that the average patient had failed 
at least three grades. In England any child found 
to be three years in arrears of his regular grade is 
required by law to have a psychological examina- 
tion because it is felt that any person so retarded 
is probably defective. 

A few years ago a patient’s school record gave in- 
formation which was quite valuable in making a 
diagnosis as far as mental deficiency was concerned. 
Recently, however, our educators seem to have 
adopted the policy of advancing many children re- 
gardless of their grades with the result that it is 
impossible to determine from the school report just 
what grade-work a child is capable of successfully 
doing. For this reason, the above figures on school 
records may be in error. 


Since most of the patients were of school age, 
few of them were regularly employed prior to ad- 
mission. According to the histories thirteen had 
steady jobs and were semi-self supporting. Several 
others did odd job work but were mostly dependent, 
as were the remainder. - 


In my opinion the most interesting phase of this 
study is the part dealing with the reason for com- 
mitment. Why were these patients sent to an in- 
stitution? Ten of the cases were sent in because 
they were a burden on the families, or because there 
were no relatives or friends who were able to prop- 
erly care for them. In all of the remaining ninety 
cases, delinquency was the reason. The histories 
of these cases read like the register of an industrial 
school, reformitory or some other penal institution. 
Eighty of these delinquent cases had been in court 
a total of 176 times. I might add here many of 
these were true defective delinquents who, as a 
group, constitute one of the worst problems in in- 
stitutional management. The charges for which they 
were in court were as follows: larcency—thirty-four 
cases; general incorrigibility, including truancy, van- 
dalism, behavior problems in school, drinking and 
gambling—twenty-four cases; larcency and house- 
breaking—twelve cases; housebreaking alone—five 
cases; rape—four cases; larcency and felonious as- 
sault—three cases; felonious assault alone—two 
cases; sex perversion—two cases; threatening mur- 
der—one case; manufacturing alcoholic beverages— 
one case; highway robbery—one case. 
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From the foregoing it will be seen that soci: | 
inadequancy or social maladjustment was concerne:| 
in each case. And this is true of practically every 
defective admitted to an institution. Social inade- 
quacy, however, is not found in every case of men- 
tal deficiency. It is estimated that 2 per cert 
of our population is feebleminded, but only 10 per 
cent of these will require institutionalization. The 
remaining 90 per cent are able to stay outside of 
an institution because they make a passable adjust- 
ment in society. Moreover, social inadequacy alone 
is not a sign of mental deficiency. I mention this 
because there are workers who apparently believe it. 
Social maladjustment, such as larcency or prostitu- 
tion, occurring in a dull normal individual, is too 
frequently regarded as a sure sign of feeblemind- 
ness. I believe that such was the case with the 
seven patients of this series who were sent in as 
definitely feebleminded, but were found to be dull 
normals and consequently were discharged. 

Over-emphasis of part of a case study is not 
confined to social adjustment; psychometric exami- 
nations are likewise over-emphasized by many. Fur- 
thermore, there is wide variation in interpretation of 
the scores obtained on these tests. 

Some workers hold that anyone with an intelligence 
quotient above 75 per cent is not mentally defective, 
while others report cases with intelligence quotients 
of 100 per cent as unquestionably defective. On the 
other hand, we have seen many adults with in- 
telligence quotients as low as 50 per cent who cer- 
tainly cannot be classified as feebleminded. 

Statistics compiled by the U. S. Army while ex- 
amining draftees for the World War revealed the 
fact that twelve years represents average intelligence 
of the population of this country. 

Within the past six years we have seen in this 
State the accepted average mental age of sixteen 
years drop to fourteen years. Whereas, many persons 
examined on the sixteen-year basis were diagnosed 
as mental defectives, if studied today, they would 
probably be released as not mentally defective. 

Doll, I believe, expressed the best thought con- 
cerning these variations in the following statement: 
“The weight of evidence suggests that in general 
the Binet mental age zone between eight and twelve 
and the Binet I1.Q. zone between 60 per cent and 
80 per cent (although even these limits are of 
doubtful value in particular cases) includes both 
high-grade feebleminded and low-grade normals.” 
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in this series the mental age varied from three 
years to eleven and one-half years, the average be- 
ing seven and one-half years. The corresponding 
intelligence quotients ranged from 20 per cent to 84 
per cent, the average being 53 per cent. 

Sixty-three of the cases had been studied in well- 
organized clinics prior to admission to the Colony. 
Thirty of this group rated an average of one year 
ten months higher at the Colony than at the referring 
clinic; in twenty-two cases the scores were the same; 
and in five cases the Colony score averaged ten 
months lower. 

Some psychologists insist that Negroes should be 
tested on the same standards as whites. I do not 
agree with this; in fact, I feel that either liberality 
must be shown in grading, or some adjustment must 
be made in the final score to compensate for the 
social, economic, and educational differences in the 
two races. This may explain why the thirty pa- 
tients rated higher mental ages at the Colony than 
they did in the referring clinics. Development of 
tests which are more suitable for the Negro race 
would result in a much better method of treatment 
of this problem. 

Psychologically, the cases of this series were 
classified as follows: 

Idiot (I1.Q. 0-19) 1 case 
Imbecile (I.Q. .20-.49) 11 cases 
Moron (I.Q. .50-.69) 58 cases 
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Borderline (1.Q. .70-.79) 20 cases 
Dull Normal (1.Q. .80-.89) 7 cases. 


From the standpoint of clinical classification they 
were distributed as follows: 


Mental Deficiency—Undifferentiated ________ 60% 


Mental Deficiency—Familial 

Mental Deficiency—With Psychosis_________ 9% 
Mental Deficiency—Post Infectious_________. 2% 
Mental Deficiency—Post Traumatic, natal___. 1% 
Mental Deficiency—With Endocrine Disorders 1% 
Not Mentally Defective ____-__- eeue ee 


The nine cases listed as with psychosis include 
the constitutional psychopathic inferiority group. 

The average duration of institutionalization of 
this series was seven months; the shortest period 
was three days and the longest seventeen months. 

Nine cases have been discharged; seven because 
they were not mentally defective, and two because 
they had been on escape for one year. 

Sixteen cases are now on parole; nine have re- 
turned to their own homes; three have been placed 
in working homes; and four have been sent to the 
Industrial School because of unsatisfactory adjust- 
ment at the Colony. , 

Five cases are on escape at the present time. 

Of the sixty-seven remaining at the Colony, thirty- 
eight are in the Training School and fifteen have 
been given institutional jobs. 





ACUTE SURGICAL LESIONS OF THE ABDOMEN.* 


IrvIN ABELL, M.D., 
Louisville, Kentucky. 


The term, acute abdomen, through common usage, 
represents a recognized clinical syndrome covering 
the many acute conditions arising within the abdo- 
men urgently demanding surgery for their relief. 
Many of them present symptoms of such similarity 
that pre-operative clinical diagnosis becomes a mat- 
ter of difficulty and at times accurate distinction be- 
tween them is quite impossible. The common indi- 
cation in such lesions is surgical relief; this being 
true, it is apparent that our first duty in a given case 
is to determine for or against its employment. The 
rapidity with which the disastrous changes in the 
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abdomen develop makes it imperative that this de- 
termination be made at a time that gives the patient 
the greatest chance for recovery. Regarded in this 
light, the final differential diagnosis of the cause, 
though of the utmost importance, must take second 
place if we are to diminish the mortality from the 
acute surgical lesions of the abdomen. To open the 
abdomen in a patient presenting acute symptoms and 
upon examination find that such was unnecessary 
is admittedly bad surgery and an admission of diag- 
nostic failure; in condoning such a mistake it is 
submitted that the mortality rate of the group of 
lesions under discussion will not be lowered unless 
one is prepared to perform a laparotomy without 
waiting for a detailed diagnosis and willing to risk 
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an unnecessary one rather than disregard the sus- 
picious signs that may indicate the early and imme- 
diate stage of a condition convertible by delay into a 
disaster. 

‘For purposes of convenience the subject will be 
discussed under two headings: first, the commoner 
causes of the acute abdomen; and, second, condi- 
tions simulating it. It is obvious that time will not 
permit of a detailed discussion of all the causes and 
your indulgence is requested while some of these are 
briefly reviewed. A survey of hospital statistics re- 
veals that appendicitis is responsible for fully 50 
per cent of emergency abdominal operations. Typi- 
cal cases of this disease seen early present no prob- 
lem either in diagnosis or treatment. The fact that 
the mortality from appendicitis has shown a yearly 
increase from 11,000 in 1920 to more than 20,000 
at the present time is conclusive evidence of the fact 
that patients afflicted with it do not come under ob- 
servation or at least to surgical treatment at a time 
when its relief is a comparatively simple procedure. 
Several factors are responsible for this delay, the 
most important one being the ignorance of the laity 
regarding the, significance of abdominal pain. Only 
when the public has been educated in this regard 
and, as well, concerning the dangers of self medica- 
tion, particularly purgation, in the presence of ab- 
dominal pain, can there be hope of avoiding the 
problems which delay in the institution of appro- 
priate treatment entails. A second factor is to be 
found in the delayed recognition of atypical cases. 
With a normal embryological development the ap- 
pendix comes to rest at what by common usage is 
designated as McBurney’s point. Three variations 
from the normal allow the appendix a wide latitude 
in location, it being found in every part of the abdo- 
men except the left upper quadrant; these are, first, 
a failure of rotation of the cecum, which, depending 
upon its degree places the organ at any point along 
an arc extending from the mid-epigastrium to the 
under surface of the liver and thence downward to 
the right iliac fossa; second, an unusually long 
meso-cecum gives to the latter a wide circle of mo- 
bility so that the appendix may be found in the right 
lower quadrant, in the hypogastrium even to the 
left of its midline, and at any point in the pelvis; 
and, third, the rare anomaly of transposition of the 
viscera in which the cecum and appendix are lo- 
cated in the left lower quadrant. The atypical sit- 
uations of the appendix becloud the diagnosis in the 
event of its inflammation, one’s attention quite natu- 
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rally being directed to the organs normally found in 
the respective localities mentioned often leading to 
delay, during which gangrene, perforation or infec- 
tion by contiguity occurs. Another cause of delayed 
recognition is presented by the deviation in symptoms 
when the situation of the appendix is retrocecal, par- 
ticularly when there is an absence of the meso- 
appendix, the organ being practically extraperitoneal ; 
the absence of localized tenderness and rigidity may 
lead to delay while the sequence of pathological 
events in the appendix continues unchanged. The 
sequence of symptoms, pain, nausea, vomiting, fever 
and leucocytosis, should put one on guard and direct 
suspicion to an atypically situated. appendix when 
such symptoms can not be definitely ascribed to an 
organ normally located at their point of origination. 
Recognition of appendicitis during infancy and 
childhood is not always an easy matter; the symp- 
toms are the same but the child is not a miniature 
adult; it lacks cooperation, the blood count shows 
wide fluctuations and until about the fourth year 
constantly shows a relative lymphocytosis; the dis- 
ease here, as in the opposite extreme of life, is prone 
to run a rapidly destructive course. Muscle spasm 
is elicited often with difficulty while tenderness can 
be frequently best appreciated upon rectal palpation. 
When, from whatever cause, delay has allowed the 
development of gangrene, spreading peritonitis or 
diffuse suppurative peritonitis, problems are _pre- 
sented upon which there is a wide diversity of 
opinion. Time forbids an analysis of the arguments, 
results and statistics of the proponents of the imme- 
diate and the delayed operation, the type of opera- 
tion and the question of drainage. The writer’s prac- 
tice has been and is to regard such conditions as 
emergencies; not that the patient should be subjected 
to operation immediately upon arrival at the hos- 
pital, since peritonitis does not spread with such 
rapidity as to forbid restoration of fluid, chloride and 
glycogen balance before operation is undertaken, but 
that removal of a depot of necrotic, virulently in- 
fected tissue, accomplished gently without undue 
trauma to exposed peritoneal surfaces under spinal, 
ethylene or cyclopropane anesthesia, with or with- 
out drainage as the case demands, not only meets the 
pathological indications, but in our experience has 
afforded the best chance for recovery. 

Intestinal obstruction continues to cause a mortal- 
ity which is a serious indictment of both diagnostic 
ability and surgical initiative. It is common knowl- 
edge that while acute intestinal obstruction carries 
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an inevitable mortality, the greater proportion of it 
may be justly attributed to delay in recognition and 
to tardiness in the institution of appropriate treat- 
ment. The most important single factor is the ele- 
ment of time; a second one of great moment is of- 
fered by the site and character of the obstruction, 
whether high or low, the former pursuing a more 
rapidly fatal course than the latter. The precise 
significance of these two factors becomes apparent 
with a full realization of the sequence of events com- 
mon to all types of acute intestinal obstruction, name- 
ly, mechanical obstruction of the intestine with stop- 
page of the fecal current, damage to the bowel wall 
with ultimate gangrene and peritonitis and an asso- 
ciated production of toxins often of the most virulent 
type. The research workers by their physiochemical 
studies of the body fluids have afforded much val- 
uable-aid in the appreciation of the changes in body 
chemistry with the indication of means to assist in 
the restoration of the latter, but the underlying fact, 
with which all adjuvants must be correlated, is that 
the obstruction is mechanical and must needs be 
corrected mechanically. The solution of the problem 
in the early hours when but simple obstructions are 
present may require nothing further; the mortality 
is low and the results are brilliant if the obstruction 
is relieved before the wall of the bowel is compro- 
mised by strangulation, volvulus or thrombosis. With 
the incidence of the complications dependent on 
strangulation and toxemia, which invariably follow 
the continued presence of obstruction, the relief of 
the latter becomes but one of the indications to be 
met and the risk of any operative procedure is enor- 
mously enhanced. The external obstructions in the 
shape of strangulated herniae present not only the 
classical symptoms but give visible evidence of their 
presence, hence offer no problem in recognition. The 
internal obstructions are hidden from view and are 
obscure to palpation; to await the onset of symptoms 
which afford indisputable proof of their presence in 
an effort to make a differential diagnosis is but to 
lose invaluable time in combating the approach of 
dissolution. The presence of abdominal pain, nau- 
sea, vomiting and constipation with an absence of 
fever and leucocytosis should put the burden of 
proof on the attendant to show that no obstruction 
exists. The history, particularly if previous abdomi- 
nal ailments or operations are indicated, the physical 
examination, the presence of active peristalsis, vis- 
ible or audible, with a flat roentgenogram compe- 
tently interpreted with reference to fluid levels and 
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distribution of gas, in addition to the three cardinal 
symptoms of pain, vomiting and constipation will 
permit of a diagnosis before the accession of fever, 
leucocytosis, distention, paresis and profound blood 
changes indicate the patient’s condition to be one 
of extreme gravity. The preparation of such pa- 
tients is most important and will depend upon their 
condition upon admission to the hospital; when de- 
hydrated, lost fluids and chlorides are to be replaced 
and, when debilitated, resistance increased by trans- 
fusion before operation is undertaken. The Miller- 
Abbot tube offers a welcome means of relieving dis- 
tention, thereby facilitating the operative procedure. 
The type of operation must be suited to the local 
lesion and to the patient’s condition; release of ob- 
structing bands and adhesions, resection of tumors 
by the one or two stage methods, resection of gan- 
grenous gut with end-to-end anastomosis or exteri- 
oration as a shot gun barrel enterostomy, enterostomy 
above the obstruction alone or enterostomy combined 
with its removal, all find their place in the various 
phases and stages of obstruction. 

Intussusception is characterized by symptoms 
which rather readily distinguish it from other forms 
of obstruction; namely, age incidence, bloody stools 
and a palpable mass. The common or ileo-colic va- 
riety is seen in infants, the rarer colo-colic is occa- 
sionally observed during childhood, and a still rarer 
variety may be noted at any age and at almost any 
point of the intestinal tube due to perverted peris- 
talsis dependent upon intra-intestinal neoplasm. 
Pain, bloody stools and a palpable mass are the 
cardinal symptoms; with the onset of distention, 
recognition of the mass becomes difficult and at 
times impossible. It is needless to add that diagnosis 
should be made and appropriate treatment instituted 
before distention becomes a feature. The intussus- 
ception is to be reduced not by traction on the gut 
at the point of invagination but by compression 
applied to the apex of the intussusceptum. Release 
of the imprisoned bowel with plication of its 
mesenteric leaf is readily accomplished if undertaken 
early. With the development of gangrene exteriora- 
tion or resection of the involved segment becomes nec- 
essary, both procedures carrying a high mortality in 
infants; in fact, we have seen no recovery from either 
of these procedures when applied during infancy. 

When confronted with evidence of obstruction it 
may be well to remember that during infancy in- 
tussusception is the common cause; that during early 
adult life hernia and peritoneal adhesions are re- 








618 VircIniA MEDICAL MONTHLY 


sponsible for a majority, while in late adult life 
carcinoma becomes the greatest causative factor. 
The complications of peptic ulcer urgently de- 
manding treatment are hemorrhage and perforation. 
Hemorrhage rarely presents as an emergency re- 
quiring operation for its control but does at all times 
call for urgent and appropriate treatment and occa- 
sionally is of such massive extent as to lead to an 
immediate fatality. The treatment we have em- 
ployed for massive hemorrhage consists of rest in bed, 
physiologic rest of the stomach, fluid; and nutrition 
in the form of glucose administered subcutaneously 
and intravenqusly and whole blood transfusions. We 
formerly felt that fluids should be given intraven- 
ously in amounts not exceeding 250 cc. in the belief 
that larger quantities by elevating blood pressure 
might cause further bleeding. We still feel that 
glucose and saline solutions should be administered 
subcutaneously, but have no hesitancy in giving 
transfusions of blood in amounts up to 500 cc. and 
repeating as may be indicated. Occasionally a case 
will be met in which such measures fail, when con- 
trol of the bleeding becomes an indication for imme- 
diate operation. Acute perforations give rise to 
agonizing pain with coincident nausea and vomiting, 
the abdominal musculature assuming a board-like 
rigidity. Primary shock may be present or absent; 
when absent a normal temperature and pulse may 
lull one into a sense of false security. Delay in 
diagnosis and treatment at this stage is but to invite 
disaster; with the appearance of symptoms indicat- 
ing peritonitis the favorable time has passed and 
the grim spectre of dissolution is in the offing. An 
ulcer history and the described onset suffice to make 
a diagnosis; an X-ray film made with the patient in 
the erect position showing air under the dome of the 
diaphragm affords confirmatory evidence. Our ex- 
perience with acute perforations doubtless parallels 
that of other surgeons; we have lost no patient op- 
erated on within six hours after perforation and have 
saved but one operated on twenty-four hours or 
longer after perforation; within these time limits the 
mortality shows a progressive increase with each 
added hour of delay. Approximately 80 per cent of 
the acute perforations of duodenal ulcers occur on 
the anterior wall and 90 per cent of the acute per- 
forations of stomach ulcers occur on the lesser cur- 
vature of the pre-pyloric portion; perforation of the 
posterior walls is frequently sealed by adherence of 
adjacent structures. Closure of the opening with 
superimposed layers of Lembert sutures and an 


omental fat graft suffices not only to control leak ige 
but in a goodly percentage to secure healing of the 
ulcer as well. The employment of additional m: as- 
ures such as excision or cauterization of the ul-er, 
pyloroplasty, gastro-enterostomy or resection of the 
stomach will depend upon the extent, character ind 
location of the local lesion and the general cor di- 
tion of the patient. The prime consideration in such 
catastrophies is the saving of life; this is accom- 
plished by the stoppage of the leak. 
stated as a general rule that the greatest safety to 
the greatest number prohibits doing more, yet, in the 
presence of marked pyloric or duodenal obstruction, 
granting that the condition of the patient permits, a 
pyloroplasty, gastro-enterostomy or resection may be 
done with reasonable safety, giving assurance of re- 
lief and obviating a second operation. 
Diverticulitis occurring in Meckel’s diverticulum 
has been long recognized as a not infrequent cause 
of an acute abdomen; during the present century di- 
verticula in other portions of the intestinal tract have 
come to be known as acting in a similar capacity. 
Acute inflammation, localized abscess, gangrene and 
perforation with resultant peritonitis, and obstruc- 
tion all are noted as a result of their presence and 


It may be 


‘disease. Hemorrhage and perforation complicating 


peptic ulcer in Meckel’s diverticula are being recog- 
nized with increasing frequency as urgent indica- 
tions for prompt surgical intervention. None of the 
symptoms are pathognomonic and a differential di- 
agnosis can not be made on clinical evidence alone. 
Diverticula of the stomach, duodenum and jejunum 
are not infrequently associated with ulcer, pan- 
creatitis and cholecystitis and, when so, the history 
will show the symptoms of the latter to predominate 
or else becloud the picture. With the exception of 
hemorrhage the symptomatology of the lesions pro- 
duced by Meckel’s diverticulum closely mimics that 
of the appendix and clinically is not distinguishable 
from it; the presence of an umbilical fistula or the 
occurrence of such symptoms in a patient from whom 
the appendix had been removed would afford a sug- 
gestive lead. Diverticulosis occurs far more fre- 
quently in the colon than elsewhere in the intestinal 
tract; autopsy records would indicate its frequency 
at 5 per cent of all persons over forty years of age 
and clinical observation has shown it present in the 
colon at practically all ages. The complications of 
diverticulosis which may demand immediate surgi- 
cal treatment are acute diverticulitis, suppurative 
peri-diverticulitis, perforation with diffuse peri- 
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tonitis and obstruction. The symptoms of acute in- 
flammation in a single diverticulum closely resemble 
thosc of appendicitis—pain, nausea, vomiting, local- 
ized tenderness and rigidity with an increased leu- 
cocyte count. If the diverticulum happens to be sit- 
uated in the cecum or ascending colon a differential 
diagnosis will be impossible until the abdomen is 
opened. Obstructions of the colon due to diverticu- 
litis are best treated by the two stage method; de- 
compression proximal to the obstruction may permit 
of subsidence of the diverticulitis pathology to such 
an extent that no further operative measure will be 
required. In the event that such a fortuitous out- 
come is not at hand, the safety of the secondary re- 
section will be greatly enhanced. 

Acute pancreatitis is an infrequent cause of the 
acute abdomen, being responsible for less than 1 per 
cent of such cases. Its rarity and the similarity of 
its symptoms to those of perforated gastric and duo- 
denal ulcers, gangrenous and perforative cholecystitis 
and, in its later stages, to those of intestinal obstruc- 
tion account for the infrequency of correct preopera- 
tive diagnosis. Clinically it presents as acute pan- 
creatic oedema, acute pancreatic necrosis, acute 
hemorrhagic pancreatitis and pancreatic abscess 
which are not separate clinical entities but represent 
different stages of the same process, the origin of 
which is not entirely clear. The rapid destruction of 
pancreatic tissue is due to the activation of the 
trypsinogen within the gland itself; normally this 
is done by the enterokinase in the duodenum. The 
most logical explanation for its activation within the 
pancreas is that it is due to a retrograde injection 
of infected bile or duodenal contents through the 
ducts of Wirsung and Santorini as well as by the 
minute hemorrhages and bacterial toxins resulting 
from a pancreatic lymphangitis. Biliary tract in- 
fections have been present in more than 50 per cent 
of the reported cases and in all but two of the thirty- 
four cases observed by us. There are no pathog- 
nomonic symptoms, pain, vomiting and collapse 
being the most important encountered. The physical 
signs will depend upon the stage at which the pa- 
tient is seen; in some cases the lack of symptoms and 
physical signs is remarkable when compared with 
the extent and severity of the local lesion, Lab- 
oratory, examinations are not of great aid in reaching 
a diagnosis; the white cell count in our series varied 
from 5,300 to 18,800; the urine in all showed al- 
bumin, none. showed sugar; bile casts, microscopic 
pus and blood were noted. The liberation of the 


pancreatic ferments leads to an increase in the 
amount of diastase in the blood and urine; the urine 
normally contains 10 to 20 units of diastase; in 
acute pancreatitis this may be increased to 100 or 
200 units, constituting a valuable corroborative 
symptom when laboratory facilities for its determina- 
tion are available. Previous history of gall-bladder 
disease, pain radiating from the right costal margin 
across the upper abdomen, tenderness following the 
course of the pancreas, pain and tenderness to left 
of upper midline and the detection of a mass in the 
pancreatic area are beacon lights when elicited. 
Acute pancreatitis until within recent years has been 
universally regarded as an indication for immediate 
operation, the accepted indications being to relieve 
tension, to stop hemorrhage, to prevent leakage and 
to afford drainage. In the belief that operative pro- 
cedure will neither lessen nor control the formation 
of trypsin nor prevent its further destructive action 
on the pancreas, there are many at the present time 
who contend that operation is best deferred until the 
acute pancreatic symptoms subside. The claim is 
made that by so doing opportunity is given for lo- 
calization of the pancreatic disturbance, while early 
operation tends to break down protective barriers and 
to increase the dangers of necrosis and hemorrhage 
from trauma to the diseased organ. An analysis of 
our experience has led to the following conclusions: 

1. The deferred operation offers definite advan- 
tage in selected cases, a correct diagnosis being es- 
sential to its employment. 

2. Patients presenting jaundice and with pal- 
pable masses due to distention of the lesser peritoneal 
cavity, with manifest enlargement of the gall-bladder, 
or with evidence of spreading peritonitis are best 
treated by early operation. 

3. Operative attack on the pancreatic tissue is not 
justified: drains, gauze or Penrose, should be placed 
down to but not in pancreatic tissue. 

4. Bile tract disease, the predominant etiological 
factor in the light of present knowledge, should re- 
ceive such surgical,attention as time of operation and 
the local pathological condition permit. If early 
operation is done, drainage at least should be in- 
stituted: in delayed operations a complete toilet of 
the bile tract is desirable. 

A ruptured ectopic gestation offers a dramatic pic- 
ture which should give but little difficulty in in- 
terpretation. It seems to the writer that in the future 
the aim of the profession should be to prevent this 
complication by making an effort to recognize and 
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remove an ectopic gestation before rupture of the 
sac. The history of one or two missed periods, pelvic 
pain, uterine bleeding with or without the passage of 
a membrane should lead one to insist on a vaginal 
examination; given such a history the finding of an 
enlargement at the site of the tube, with or without 
morning sickness and breast changes will be suffi- 
cient evidence upon which to base a diagnosis and 
to advise operation. The rupture of the sac is ac- 
companied by sudden abdominal pain, at times 
vomiting, usually faintiness, anemia and collapse; 
the pulse is rapid, of small volume and the tempera- 
ture is subnormal. The abdomen is tender but not 
rigid, vaginal examination reveals a tender pelvis 
with or without a palpable mass and at times per- 
cussion will reveal free fluid in the abdomen. Severe 
hemorrhage from a ruptured Graafian follicle gives 
a similar clinical picture but the accompanying evi- 
dences of pregnancy are lacking; indications for 
treatment in both conditions are identical. It has 
been argued in some quarters that death from hemor- 
rhage does not occur and consequently that cases of 
ruptured ectopic gestation should be treated expect- 
antly until they have fully recovered from the pri- 
mary shock and depression. It is readily admitted 
that in some cases the shock and depression are out 
of all proportion to the direct blood loss, clearly in- 
dicating that in such cases factors other than hemor- 
rhage play a role and that delayed operation in such 
instances may lessen the hazard to the patient. It 
is further admitted that if at the time patient comes 
under observation, some hours after rupture, there is 
evidence of cessation of bleeding, delayed operation 
may again be advantageous. On the other hand, it 
is submitted from personal knowledge that patients 
do die from primary hemorrhage; it is further sub- 
mitted that it is impossible to distinguish on clini- 
cal signs alone the case in which the alarming symp- 
toms are largely due to shock from the one in which 
they are largely due to hemorrhage. The blood count 
cannot be relied upon for an accurate estimate of 
blood loss because of fluid concentration; hence, un- 
less the lapse of time since onset of symptoms and 
the condition of the patient plainly indicate that 
cessation of bleeding has occurred, it has been our 
practice to rehabilitate the patient with transfusions 
and to do an immediate operation, following which 
further transfusion of blood and glucose solution 
subcutaneously or intravenously are employed. 
Acute cholecystitis furnishes an instance of the 
acute abdomen about the proper treatment of which 
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there is as yet no unanimity of opinion, Typical 
cases are readily recognized; the atypical ones are 
readily confounded with appendicitis, leaking peptic 
ulcer and pancreatitis. Difference of opinion arises 
when the question of their consideration as surgical 
emergencies is approached; gangrenes and perfora- 
tions readily fall within this category, but the ad- 
visability of immediate or of early operations in 
acute inflammations of the gall-bladder finds |oth 
proponents and opponents. To review the arguments 
for and against and to survey the statistical results 
are beyond the scope of this paper. Our personal 
belief and practice is to place the acute obstructive 
type of cholecystitis in the emergency group since 
95 per cent of all gangrenes and perforations occur 
in acutely obstructed and infected gall-bladders. 
The infectious type of cholecystitis without ob- 
struction does not carry with it much threat of 
these complications; both empyema and hydrops are 
chronic obstructive lesions and are relatively free 
from such dangers, hence offer some basis for the 
arguments of those who would place them in the 
elective group. With coincident blockage of the 
cystic duct and the presence of active infection in 
the gall-bladder, delay only toc often invites the ap- 
pearance of complications which not only enhance 
the danger to the patient but increase the technical 
difficulty of a subsequent operation. Gangrene, per- 
foration into the liver with the formation of an 
hepatic abscess, perforation through the free surface 
of the gall-bladder with diffuse peritonitis, or, if 
walled off by adherent adjacent viscera, the produc- 
tion of a subhepatic abscess, cholangitis, hepatitis 
and pancreatitis, all follow in the wake of acute in- 
fection in an obstructed gall-bladder and their pre- 
vention by early operation will give both a lower 
morbidity and a lower mortality than the expectant 
plan of treatment which consists largely in hoping 
and expecting the infection to subside before opera- 
tion is undertaken. To consider them as emergen- 
cies does not prohibit the expenditure of some hours 
in buttressing the liver with glucose, in correcting the 
deviations in body chemistry and in restoring the 
proper balance in body fluids. 

Abdominal injuries fall in two clinical groups: 
one in which there is an associated penetrating 
wound of the abdominal wall, and the other in which 
no such wound exists. In the first the indication for 
surgical exploration is clear and unequivocal; the 
second affords opportunity for the display of surgical 
judgment in avoiding the dangers entailed by delay 
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when serious injury is present. The solid viscera of 


the abdomen, liver, spleen, pancreas and kidneys, 
are situated high up under cover of the ribs; the 
hollow tubes, intestines, bladder, ureter and stomach 
are more exposed to injury. Injury to the solid 
viscera causes hemorrhage; injury to the hollow 
viscera usually causes peritonitis, whilst both types 
of lesion are accompanied by shock. If the symp- 
toms of shock do not abate in from three to six hours, 
hemorrhage or peritonitis is almost certainly an ad- 
ditional factor. Increasing restlessness and pain, 
deepening pallor of the skin, quickening of the pulse 
and the elicitation of movable dullness in the flanks 
clearly indicate hemorrhage. Occasionally the symp- 
toms of hemorrhage abate for a day or so, then be- 
come alarmingly severe after exertion, particularly 
when the spleen is the site of injury. Hematuria 
is noted when the injury involves the kidney but its 
degree gives no indication of the extent of damage 
to renal tissue; perirenal hematoma and urinary 
extravasation point clearly to renal laceration. When 
anuria is, present and the bladder is found empty on 
catheterization rupture of the viscus is probably 
present; cystoscopy will afford a positive determina- 
tion. Rupture of the intestine is the commonest cause 
of peritonitis after abdominal injury; its presence is 
incompatible with life, yet its signs and symptoms 
do not become positive for some hours. Given a case 
with a history of abdominal injury in which X-ray 
elimination of associated chest injury has been made, 
an exploratory section should be done when ab- 
dominal pain persists for four hours or longer ac- 
companied by vomiting or increased pulse rate, or 
when local rigidity persists, particularly if it shows 
a tendency to extend, or when there is deep local ten- 
derness with shallow respiration. In the absence of 
severe pain, if the patient is restless or listless and 
the pulse shows a gradual increase in rate, the indi- 
cation is equally clear. When marked diminution 
of the liver dullness occurs with any of the above 
symptoms or if there be signs of free fluid in the ab- 
domen, or rectal examination shows the pelvic peri- 
toneum to be tender, or a flat X-ray film shows the 
presence of air under the dome of the diaphragm, 
the indications for operation would be imperative. 
CoNDITIONS SIMULATING THE ACUTE ABDOMEN. 
While it is vitally important to recognize and act upon 
the symptoms urgently indicating surgical intervention 
in acute abdominal lesions, it is also important to 
appreciate the source of threatening symptoms caused 
by conditions not amenable to surgery. A good gen- 
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eral rule is to regard the presence of pain, nausea, 
vomiting and constipation for as long as six hours 
as indicative of an intra-abdominal surgical lesion 
until proved otherwise; while the absence of con- 
stipation and the presence of diarrhoea usually be- 
tokens medical rather than surgical illness, such 
cannot be accepted as positively excluding the latter. 
A well taken history combined with a complete 
physical examination from head to feet and an 
analysis of the blood and urine should be given 
every patient presenting acute abdominal symptoms; 
by so doing one may hope to avoid most of the pit- 
falls in diagnosis in conditions simulating the acute 
abdomen. The abdominal crises of lead poisoning at 
times give rise to symptoms not unlike those observed 
in perforations of peptic ulcers. Severe, painful 
colic, nausea and vomiting with board-like rigidity 
of the abdomnial wall are present. A history of 
previous attacks, the occupation of the patient, the 
bluish discoloration of the gums when present and 
the stippling of the red cells all point to the true 
condition but do not rule out concomitant disease. 
The symptoms associated with lead colic may be 
dissipated within two or three hours by the adminis- 
tration of calcium chloride intravenously; in doubt- 
ful cases the additional time required for this thera- 
peutic test will not materially enhance the risk to 
the patient with an acute lesion and may be the means 
of avoiding a needless operation. 


The gastric crises of tabes dorsalis may seem- 
ingly counterfeit the acute abdomen, especially gall- 
stone colic and perforated peptic ulcer. The pains 
may be severe ‘and uncontrollable vomiting may oc- 
cur. The points to remember are: shock is absent, 
the temperature does not rise, the pulse may in- 
crease in frequency but its volume remains good 
and, possibly most important, the abdominal wall 
is not rigid in the intervals of the pain of a gastric 
crisis. This alone should direct attention to the 
pupillary reactions and knee jerks and to the history 
of luetic disease; at the same time it should be 
borne in mind that, although these may be positive, 
persistent board-like rigidity of the abdominal wall 
means something more than a tabetic crisis. Dia- 
betic acidosis will at times exhibit the primary 
diagnostic criteria for the acute abdomen, namely, 
pain, nausea, vomiting, fever and increase in the 
white cell count. When one considers that infec- 
tion in a diabetic may precipitate acidosis and that 
an acute abdominal condition may coexist with dia- 
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betes the problem becomes somewhat complex. 
Doubtless in many instances a differential diagno- 
sis cannot be made without the aid of blood chem- 
_istry and urinalysis. Any patient who has a history 
of glycosuria or in whom sugar or ketone bodies are 
found in the urine should never be operated on 
until investigations of the blood chemistry have 
been made. If these reveal diabetic acidosis to be 
present no mistake can be made in treating this 
vigorously; if the abdominal symptoms subside as 
the acidosis improves, the diagnosis is relatively 
simple; if they do not subside, the assumption that a 
surgical condition exists is justified and the indi- 
cated surgical treatment may then be carried out. 
Diaphragmatic pleurisy and incipient or central 
yneumonia may cause abdominal pain and rigidity 
accompanied with vomiting, fever and leucocytosis. 
In children in whom the thoracic signs are late in 
appearing and in some cases of diaphragmatic 
pleurisy in which few signs may be found, diagno- 
sis may be difficult, particularly if the right chest be 
the one involved when the abdominal signs may 
strongly suggest appendicitis. The chest lesions fre- 
quently develop in the course of a common cold, are 
often initiated with a chill, the pulse-respiration 
ratio is lessened, the alae nasi dilate with inspira- 
tion, the psoas and obturator tests are always nega- 
tive and pain and tenderness upon rectal examina- 
tion are absent. Pressure upon the left side of the 
abdomen increases the pain if it be abdominal in 
origin, fails to do so if it be thoracic in origin. 
Morphine in sufficient dosage to relieve the pain 
will aid in making a differentiation; if the lesion be 
in the thorax the rigidity and pain upon pressure 
will be absent, while if it be in the abdomen pain 
will still be elicited upon pressure. Finally, an 
X-ray film of the chest will be of help in cases which 
still remain doubtful. 

Dr. Ross V. Patterson, in an article upon Cor- 
onary Thrombosis with Special Reference to Its 
Differentiation from Abdominal Surgical Condi- 
“The 
importance of an accurate diagnosis in doubtful 


tions, makes the following terse comment: 


cases of abdominal affections is obvious. It may be 
emphasized that in those individuals past forty 
years of age who exhibit acute fulminating pain in 
the upper abdomen, coronary thrombosis should be 
considered. Common to certain abdominal condi- 


tions and coronary occlusion are the following: 
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rapidly developing, spontaneous pain of intense 
character, chiefly referred to the upper abdomen; 
muscular rigidity; epigastric tenderness; vomiting, 
followed by shock-collapse; fever, leucocytosis, nd 
even jaundice and enlarged liver. With slight modi- 
fication of the description these are the symptoms of 
gall-stone colic, perforated peptic ulcer, acute pan- 
creatitis, acute appendicitis and of various acute in- 
testinal conditions. A laparotomy in such circum- 
stances may prove fatal; indeed, the occurrence of 
tragedies, the result of this error, is already a mat- 
ter of record. Of cardinal importance in recogniz- 
ing a coronary affection in doubtful cases is a his- 
tory of arterial hypertension, previous attacks of 
angina pectoris, a sense of constriction in the chest 
although the pain may be almost entirely abdomi- 
nal, aching in the arms, dyspncea, progressive fall 
in blood pressure, a rise in the pulse rate, feeble 
heart sounds, gallop rhythm, and the distinctive 
electrocardiographic findings early in the course.” 
Calculi impacted in the right ureter and salpingitis, 
particularly in unmarried girls from whom a full 
and correct history is seldom obtainable, have also 
been sources of error. The urinary findings and 
the distribution of pain in the former should lead 
to a study of the urinary tract before resorting to 
operation; the pelvic tenderness in the latter, espe- 
cially when bilateral, the preponderance of hypo- 
gastric over epigastric pain and the presence of a 
vaginal discharge should impel one to make a vagi- 
nal examination. The determination of virginity 
strongly suggests the appendix as the causative 
factor; in its absence a satisfactory pelvic examina- 
tion will usually permit of a differentiation between 
the appendix and the fallopian tube as to the causa- 
tion of symptoms, 


The acute pathological lesions of the abdomen 
which require surgical treatment and the various 
conditions which in their symptomatology simulate 
them are always accompanied with pain. Impor- 
tant factors other than pain making a differential 
diagnosis between these two large groups of disease, 
medical and surgical, are of apparent use. In both 
groups, however, pain is a dominant symptom and 
its distribution, its severity, its beginning, its cessa- 
tion and its relation to other signs and symptoms are 
of the utmost importance in reaching a correct diag- 
nosis. In by far the vast majority of the acute dis- 
eases of the abdomen requiring surgical treatment, 
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the diagnosis is not a laboratory procedure. It is to 
be reached by correct evaluation of the history of the 
patient, prior to and subsequent to the onset of 
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pain, and the physical findings which are presented 
upon examination. 


321 West Broadway. 





MANAGEMENT OF URINARY INFECTIONS IN CHILDREN.* 


Ratpu M. Tyson, M.D., 
Philadelphia, Pennsylvania. 


INTRODUCTION 

Successful management of urinary infections in 
children depends on more than a knowledge of spe- 
cific methods of treatment. It seems important to 
this paper to discuss not only the ways of controlling 
these conditions, but to point out complicating fac- 
tors and review diagnostic criteria. Our ability to 
cope with such infections is in direct proportion to 
our complete understanding of the situation pre- 
sented. A correct anatomical and bacteriological di- 
agnosis is most necessary and attention to prognos- 
tic factors must be given due consideration. Other- 
wise, faulty opinions will be formed and unwise 
treatment instituted. 

Infections of the urinary tract manifested by the 
presence of pus and bacteria in the urine have been 
commonly spoken of as “pyelitis”. It is recognized 
that the term pyelitis is not adequate but, because 
general usage in literature and in discussions has 
popularized it, its elimination would only cause con- 
fusion. It must also be mentioned at the start that 
the term pyelitis, strictly speaking, applies only to 
the pelvis of the kidney, whereas, in a good propor- 
tion of cases, the kidney substance is also involved 
and a pyelonephritis exists. It is doubtful if pyelitis 
ever occurs unaccompanied by pyelonephritis, al- 
though in some of the milder acute cases, kidney in- 
volvement is minimal and is not progressive. 

Structural characteristics of such urinary infec- 
tions are essentially the same, regardless of whether 
these infections are hematogenous (descending), 
urogenous (ascending) or lymphatic in origin. Con- 
clusions drawn about such pathology after a study 
of 100 selected cases at autopsy by Soma Weiss may 
be given as follows: (a) inflammatory reaction of 
the interstitial structures, (b) colloid casts in the 
tubules which are lined with atrophic epithelium, 





*Read before a joint meeting of the Medical Society of 
Virginia and the West Virginia State Medical Associa- 
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(c) periglomerular fibrosis, (d) evidence of inflam- 
mation within the tubules. 


ETIOLOGY 

Age. Since pyelitis is most frequently seen in the 
diaper age, i.e., the first two years of life, age be- 
comes an important etiological factor. The incidence 
definitely decreases when proper toilet habits are 
established. An occasional’ case is discovered in the 
newborn period and even more might be found in 
the first few weeks of life if frequent urinalyses 
were made the rule rather than the exception. It is 
recognized as one of the common causes of fevers in 
young children. 

Sex. The condition is much more frequent in girls 
than in boys, except among the newborn where the 
opposite is true. During the diaper age, infection in 
females predominates that in males by about five to 
one, while in later childhood the percentage is three 
to one. 

Season. It appears more frequently during the 
seasons when upper respiratory infections are preva- 
lent. An interesting observation is that we also see 
more cases of gastroenteritis during the same time 
of year. There seems to be a close relationship be- 
tween these two conditions and pyelitis, Changes in 
the mucous membrane of the bladder have been ob- 
served following exposure to cold. This may be a 
predisposing factor of some importance. 

Stasis. Congenital anomalies of the urinary tract 
are not uncommon and in nearly every instance 
some stasis of urinary flow may be present. These 
anomalies consist in ureteral strictures, anomalous 
blood vessels, bands of adhesions, double ureters, 
obstruction at the bladder neck, valves in the pos- 
terior urethra and narrowing of the meatus result- 
ing from ulceration caused by ammoniacal diapers. 
Abnormal kidneys in structure or position and the 
presence of stones must be considered. If bacteria 
enter the urinary tract above the obstruction, infec- 
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tion is much more apt to occur. Once infection is 
established in the urinary tract which is partially 
occluded, it is most difficult to eradicate. Lack of 
response to treatment in acute pyelitis should imme- 
diately suggest some obstacle to urinary flow. This 
is an important diagnostic point. 


Neuromuscular dysfunction of the bladder due to 
faulty innervation is an important cause of reten- 
tion of urine without physical obstruction. In this 
condition, there is a lack of coordination of the 
bladder muscles and the internal sphincter. De- 
formities of the sacrum, as spina bifida occulta type, 
may be found. 


The so-called surgical kidney due to renal tuber- 
culosis is seldom seen in children. Miliary tuber- 
culosis of the kidney is more common, but the chil- 
dren seldom survive long enough for genito-urinary 
symptoms to develop and the condition is, there- 
fore, found only at autopsy. With the decline of 
tuberculous infection in children, renal tuberculosis 
is bound to be more rarely found. Campbell discov- 
ered this disease as the cause of pyelitis once in 
sixty-five cases. Profuse hematuria, pain in the kid- 
ney region and sterile pyuria is suggestive of renal 
tuberculosis. 


Bacteriology. No general agreement can be at- 
tained as to the route by which bacteria reach the 
urinary tract. However, it is fairly well agreed that, 
in all likelihood, streptococcic and staphylococcic 
types invade the urinary system by way of the blood 
stream. Those who believe in this mode of infection 
point to the frequency of pyelitis following osteo- 
myelitis, peritonsillar abscesses, cervical adenitis, 
infected ingrowing toenails, furunculosis, impetigo 
and chicken pox. Several observers decry the idea 
of focal infection as a causative factor in disease of 
another part of the body. The colon group of or- 
ganisms are probably secondary invaders and reach 
the pelvis of the kidney by way of the ureters, as- 
cending even against the downward flow of urine. 
This is substantiated by the fact that the condition 
is more frequent in girls during the diaper age. It 
‘is pointed out that the urethral orifice is frequently 
soiled by fecal matter and that the urethra is com- 
paratively short. Inability to observe on the post- 
mortem table the beginning of urinary disease in 
children has rendered exact knowledge of the origin 
of the infection debatable. Animal experimentation 
seems to verify what has just been stated, but we 
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must not forget that animal experimentation does 
not always prove what occurs in the human body. 


DIAGNOsIS 

Acute urinary infection is not always easy to di- 
agnose and several pitfalls are frequently overlooked. 
Physical signs are notoriously absent and it is rare 
that any evidence points directly to the urinary sys- 
tem. The only symptom that is constantly present is 
fever, which is usually irregular, encompassing 
sharp fluctuations with evening increases and morn- 
ing remissions. It may reach alarming heights as in 
one of my cases which, on several occasions, regis- 
tered a temperature of over 108 degrees. Seldom are 
there any local symptoms of dysuria, abdominal pain 
or pain in the region of the kidneys. Whenever 
there is extensive involvement of the kidneys, symp- 
toms are apt to be severe, resembling a toxic and 
frequently a meningeal condition. There may be 
marked pallor, nausea, vomiting, stupor and con- 
vulsions. The onset may be acute, as in a pneu- 
monia, or very gradual. The following case history 
is interesting: 

Fifteen years ago, Baby C., white, female, five 
weeks of age, was admitted to our hospital with a 
history of having been well for the first two weeks 
of life. She was fed partly by breast and partly by 
formula. She contracted an acute respiratory in- 
fection and, three days after the onset, broncho- 
pneumonia developed. Two weeks later, when the 
pneumonia had subsided, marked edema of the face 
and trunk appeared. There was a heavy cloud of 
albumin and many pus cells in the urine. The tem- 
perature rose to 103 degrees and remained at that 
level for three days. The child was in a convulsive 
state most of the last day of life. Autopsy revealed 
an acute pyelonephritis with marked involvement of 
the kidney substance. Treatment was not of any 
avail in so young a child when such a complication 
was present. 


The diagnosis is usually made by examination of 
a catheterized specimen of urine which shows the 
presence of pus cells and a positive culture of the 
invading organism or organisms. A voided speci- 
men collected in the usual manner is unreliable. 
Normally, the urine may contain 4 to 6 pus cells 
per high power field in males, and up to 10 in fe- 
males. Even though no vaginal discharge is dis- 
cernible to the naked eye, there may be sufficient 
pus cells present to confuse the issue; the same is 





tober, 


does 


ly. 


oked, 
rare 
sys- 
nt is 
sing 
lorn- 
is in 
egis- 
1 are 
pain 
ever 
mp- 
and 
r be 


1940] VirGINIA MEDICAL MONTHLY 625 


true of a small ulcer at the meatus. 

The absence of pus in the urine is not sufficient 
evidence that urinary infection does not exist. Cer- 
tain cases occur in which no leukocytes are found 
but many bacteria may be present. Unless cultures 
are taken and repeated at intervals, we cannot be 
sure of the diagnosis or the results of treatment. 
Examination of the urine for pus cells must always 
be made on a well-shaken specimen, for a urine 
that has been allowed to stand or has been cen- 
trifuged will give abnormal findings and cannot be 
diagnostic of pyelitis. The presence of streptococci 
or staphylococci in urine cultures is most suggestive 
of invasions of the kidneys by these organisms and 
that perhaps a small abscess, or numerous abscesses, 
have broken through, draining into the pelvis of the 
kidney. 

Blood examination generally shows a leucocytosis 
with a moderate increase in polymorphonuclears. 
There is usually a fall in hemoglobin and red blood 
cells but not commensurate with the pallor present. 
If much of the kidney is involved, retention of nitro- 
gen products, especially urea, may be greatly in- 
creased and the output of phenolsulphonephthalein 
in the urine may be low. Failure to respond to the 
usual alkaline or acid treatments always suggests 
the possibility of urinary anomaly with stasis. 

In cases where persistence of infection continues 
for a month, or when recurrences happen at fairly 
frequent intervals, despite good treatment, further 
detailed study is indicated. Close cooperation be- 
tween the pediatrician and urologist is needed under 
these circumstances. A flat X-ray plate of kidneys, 
ureters and bladder should be made for evidence of 
calculi as the first procedure. If this be negative, a 
subcutaneous or intravenous urography should be 
attempted. This can be done without much dis- 
turbance to the child and often an obstruction can 
be found. 

Subcutaneous urograms have simplified the study 
of the urinary tract of children. The technique is 
somewhat different from that employed for intra- 


venous urography. Fluids are restricted from 10 


P. M. the night before. 
first thing in the morning and a small amount of 
food is allowed just before the injection. Fifteen 
c.c. of a 35 per cent solution of Diodrast with 60 c.c. 


A laxative is given the 


of normal saline are prepared, one-half of which is 
given into each subscapular area, 44 per cent novo- 
cain being used to lessen the pain. Plates are made 


at ten, twenty, and thirty minute intervals following 
the injection. For intravenous urography, 15 c.c. 
of undiluted Diodrast are injected into the vein 
without any fluid restriction the night before. Photo- 
graphs are made at five, ten, twenty-five and sixty 
minute intervals subsequently. Usually a retrograde 
urographic study is necessary in suspicious cases to 
obtain more accurate information. 


CasE REPORTS 

Case I:—G.T., white, female, four years old, 
was admitted to our hospital following an illness of 
four days’ duration. She had a high fever, was ir- 
ritable, vomited and had slight abdominal distress. 
A right upper lobe pneumonia was discovered and 
successfully treated with sulfapyridine. An addi- 
tional fact in the history revealed that about once a 
month for the past year she had had recurring at- 
tacks of fever and slight abdominal distress. A 
urinalysis showed a trace of albumin, an excess of 
red cells and clumps of pus cells, while a catheter- 
ized culture showed the presence of non-hemolytic 
streptococci. After recovering from the pneumonia, 
she seemed to have more general abdominal distress 


Fig. 1.—Double ureter on left side and hydrocalyx of the superior 
part of the left kidney. Subcutaneous urogram. 
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located largely on the left side. A subcutaneous 
urogram showed a double ureter and hydrocalyx of 
the superior part of the left kidney. A retrograde 
_pyelographic study demonstrated the condition more 
clearly. Some improvement has been reported by the 
urologist following local treatment. 


Case II :—E. K., white, female, nine years of age, 
was admitted to our hospital complaining of attacks 
of anorexia, vomiting, fever and irritability which 
have been occurring at irregular intervals since she 
was one year old. A diagnosis of pyelitis was made 
at that time and some treatment was administered 
- sporadically during the past eight years. Abdominal 
signs were not definite except some. slight general 
tenderness on deep palpation over the kidney re- 
gions. A urinalysis showed the presence of numer- 
ous pus cells and a catheterized culture revealed 
colon bacilli and non-hemolytic streptococci. A 
retrograde pyelogram on April 5, 1940, showed 
rather marked bilateral hydroureters and hydro- 
nephrosis. These findings suggested that there had 
been a ureteritis and pyelonephritis that was prob- 
ably dependent on a constriction of the lower ends 
of both ureters. Some improvement had been noted 
following local treatment by our genito-urinary sur- 
geon. 


Case ITI:—R. M., white, female, three and one- 
half years of age, was admitted to our hospital in 
June, 1939, compiaining of frequency and pain on 
urination, chills and fever, slight tenderness in the 
upper right quadrant of the abdomen and in the 
right kidney region posteriorly. An indefinite his- 
tory of some attack of kidney trouble at ten months 
of age was obtained but no history of repeated at- 
tacks could be elicited. A urinalysis showed the 
presence of albumin, pus and blood. The P.S.P. 
kidney efficiency test was 32 per cent elimination in 
two hours. There was a tendency toward fixation of 
specific gravity but no retention of nitrogen products. 
Culture of the urine showed staphylococci albus and 
colon bacilli. A retrograde pyelographic study on 
June 20, 1939, revealed dilatation and irregularity 
of both ureters with a moderate amount of hydro- 
nephrosis on the right side. Much improvement was 
secured by the conservative treatment of our genito- 
It was felt that local treatment 
would be sufficient in this case. 


urinary surgeon. 


PROGNOSIS 

Prognosis depends upon a number of factor-. in- 
cluding a correct anatomical and_bacteriolovica’ 
diagnosis, with adequate treatment as soon a; th 
disease is discovered. The general health of th 
patient, especially in regard to nutrition, must } 
considered. The mortality is definitely higher it 
the undernourished. Obstruction to urinary flow 
alters the prognosis and the earlier anomalies are 
found and relieved, the better the outcome. 

The idea is rapidly gaining ground that a goodly 
number of cases have extensive and progressive kid- 
ney involvement which shows up later in life as 
chronic nephritis. To quote from Weiss again, pye- 
lonephritis, particularly in the chronic and _ the 
healed stages, is often associated with arterial hy- 
pertension, which may be present with normal, ade- 
quate or poor function of the kidney. The hyperten- 
sion of pyelonephritis is often severe and is fre- 
quently accompanied by nervous symptoms, includ- 
ing cerebral encephalopathy, neuroretinitis and by 
toxemia of pregnancy. It can be independent of 
the activity of renal infections and often advances 
when the disease is in the healed stage. It is esti- 
mated that pyelonephritis is responsible for at least 
15 per cent to 20 per cent of cases of malignant hy- 
pertension. The contracted kidney of pyeloneph- 
ritis (renal rickets type) is related to infection in 
childhood and interference with growth, rather than 
to congenitally hypoplastic or aplastic kidneys. { 


TREATMENT 

The treatment of urinary infections in children 
resolves itself into consideration of two major groups, 
the acute and chronic cases. The first is primarily a 
medical pediatric problem, while, in the second, close 
cooperation with the urologist is essential. 

AcuTE PyeE.itis. General measures such as con- 
finement to bed, rest, good nursing care in control 
of diet, regulation of the bowels, care of the skin 
and control of excessively high fever, are important 
considerations in treatment. 

1. Food. Sick children are hard to feed under 
any circumstance, but when gastro-intestinal upsets, 
lack of appetite, vomiting and diarrhoea are present 
in addition to the urinary infection, this part of the 
management becomes a difficult problem. Carbohy- 
drates should. make up most of the food in the first 
few days of the disease, increasing as rapidly as pos- 
sible to full caloric values and proportional distri- 
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tution of food materials. Skimmed milk with lactic 
cid added may be used for small infants. There 
< no objection to soft foods being allowed in the 
nilder cases of older children. 

‘2. Fluids. Dehydration is apt to occur rapidly, 
specially in severe infections with great toxicity 
id high fevers. This deficit of water must be made 
up as rapidly as possible. It is generally accepted 
that the administration of large amounts of fluids, 
preferably by mouth, has the effect of diluting these 
toxins and increasing urinary output. Three ounces 





Marked bilateral hydro-ureters and hydronephrosis. 
Retrograde urogram. 


Fig. 2.- 


of fluid per pound body weight daily is desirable. 
By giving one half ounce of fluid every fifteen min- 
utes, an infant can be made to take from one to two 
quarts daily. Plain water, water sweetened with sac- 
charin, fruit juices with added sugar, weak tea and 
skimmed milk are the fluids of choice for adminis- 
tration by mouth. Additional fluids needed may be 
given by rectum, subcutaneously, intramuscularly or 
intravenously. Normal saline or Ringer’s solution 
may be given under the skin or into the muscles, 
while glucose may be combined with either for in- 
travenous injection. Such fluid administration con- 
tains enough food values for the first few days. 
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3. Changing reaction of urine. Normally, the 
urine is slightly acid with a pH slightly under 7. To 
be effective against bacteria, the pH must be raised to 
nine with the use of alkalies, or reduced to five by 
administering acid producing drugs. These points in 
the pH must be attained to inhibit bacterial growth 
in the urine. Long usage of alkalies as sodium ci- 
trate and sodium bicarbonate in the treatment of 
pyelitis has firmly established this method in our 
modus operandi. About forty grains of each of these 
drugs per day are necessary. The idea is to keep 





Fig. 3.—Dilatation of the right ureter and considerable hydro- 
nephrosis ‘of right kidney. Retrograde urogram. 


the pH of the urine above nine. Acidification of the 
urine to pH five may be rapidly secured by using 
ammonium chloride in 50 to 75 grain doses daily. 
Calcium chloride may also be used in similar doses. 
These drugs appear to be superior to sodium acid 
phosphate and benzoic acid in rapidly reducing the 
pH of the urine to five. Rapid changing from al- 
kalinization to acidification seems to be helpful. 
Chlorphenol red paper may be employed to detect 
pH values to which attention has already been 
drawn. 

4. A ketogenic diet with a concentration of beta- 
oxybutyric acid and a reduction of the pH of the 
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urine to five has been recommended by Helmholz 
as an effective manner of treatment. Trained 
dietitians are necessary to control the diet which, 
in‘ itself, is most distasteful to the child. This is 
not a practical way of management. Since the in- 
troduction of some of the newer drugs, the ketogenic 
diet has been abolished in the well controlled hos- 
pitals. 

5. Urinary antiseptics. Forcing of fluids, alkalini- 
zation and/or acidification generally give sympto- 
matic relief and will clear up the milder cases. Un- 
doubtedly, a few cases seem to be self-limited, but 
others necessitate the use of urinary antiseptics to 
eradicate the pus and destroy bacteria. Methenamine 
is a drug of proved antiseptic value and may be 
given in doses of 10 to 20 grains daily. Its value is 
enhanced if the acidification of the urine is brought 
to a pH of five. Cultures should be taken every 
several days and, as soon as sterile, the drug should 
be discontinued for three days and then another 
culture taken. If this be negative, the indications 
are that perhaps healing has occurred. Increasing 
doses are needed if cultures are positive. In the 
event that hematuria occurs during such a course of 
treatment, the drug must be stopped and recourse to 
some other urinary antiseptic taken. 

Mandelic acd, either as a syrup or an elixir of 
the ammonium salt, may be used in doses of 40 to 60 
grains daily. The fluid intake should be curtailed 
and the urine kept strongly acid for good results to 
be secured. Ammonium mandelate is not palatable 
and quickly upsets the stomach, causing vomiting. 
Calcium mandelate is less irritating, not soluble in 
water and must be prescribed in powdered form. To 
be effective, a concentration of 4% to 1 per cent of 
the drug in the urine must be secured. 

Sulfanilamide has further simplified the treat- 
ment of urinary infections. It has several distinct 
advantages over similar antiseptics. It will act in 
either an acid or alkaline urine but is more effective 
in the latter, is more easily tolerated and can be 
concentrated in the urine more readily by a dam- 
aged kidney. Sulfanilamide may be given in 1% to 1 
grain doses per pound body weight, combined with 
soda bicarbonate in equal amounts. It should be 
continued for five to ten days unless some idiosyn- 
crasy develops. Cultural studies of the urine are 
necessary to determine the result of treatment. The 
drug may be used during the acute stages and does 
seem to give symptomatic relief. 


VIRGINIA MEDICAL MONTHLY 


[ Oct ber, 


Neoarsphenamine has been found to be beneficial 
in coccal infections of the urinary tract, but not of 
much value in combating the streptococcus feecalis, 
Ascending infections do not respond as well to this 
drug as hematogenous (descending) 
Small doses of 0.1 to 0.2 gram are as efficacious as 
large ones and produce fewer reactions. Three doses 
seem to be the maximum needed for the best results, 


infections, 


6. Focal infections in other parts of the body 
must be energetically treated and eradicated if pos- 
sible. In the case of diseased tonsils, decision as to 
the time for their removal is a difficult one to make. 
However, results from such an operative procedure 
in relation to curing pyelonephritis are debatable. 
Tonsillectomy does not have much influence in con- 
trolling chronic nephritis. 

CHRONIC Pye itis. In all cases of urinary in- 
fections that persist for over one month and fail to 
respond to the usual treatment of forcing fluids, 
changing the reactions of the urine and the use of 
various urinary antiseptics, some complications may 
well be suspected. In these cases, close cooperation 
with a competent urologist is necessary. Careful 
study, as already outlined, usually reveals the nature 
of the complications and surgical measures can be 
adopted to fit the case. Dilatation of strictures, re- 
moval of stones, lavage of the urinary tract with 
local antiseptics, removal of pyonephrotic kidneys 
with the ureter (in unilateral cases), are some of 
the measures employed. It must be ever borne in 
mind that young patients are different from adults 
and merit more precise attention, for they stand 
poorly the loss of fluids, blood and heat, and their 
metabolic processes are more easily upset. 


SUMMARY 

Urinary infections have been considered from sev- 
eral standpoints, with emphasis placed on diagnosis 
and treatment. Present information suggests that 
such cases are not all easily cured and, while local 
findings are negative, the disease may be progress- 
ing in the kidney substance, eventually leading to a 
chronic interstitial nephritis or malignant hyper- 
tension in later life. Chronic or recurring cases 
should be the joint responsibility of pediatrician 
and urologist. The earlier chronic cases are fully 
studied and a complete diagnosis made, the better 
the prognosis. 


255 South 17th Street. 
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DIsCUSSION 


Dr. RusseLt Bono, Wheeling, W. Va.: I would like 
to place emphasis on several points. (1) Urinary infec- 
tions in children are very common and often explain 
fever of unknown origin. (2) Urinalyses are of vital 
importance and should be done routinely and frequently 
on all patients. (3) One urinalyses from a sick child is 
not sufficient, for many times a second or third specimen 
of urine will reveal abnormalities on microscopic ex- 
amination. (4) It has been my custom not to centrifuge 
urines before examination under the microscope for they 
are often misleading. In my own office I do not use the 
centrifuge and teach my internes to look at urines in the 
same way, that is, uncentrifuged. (5) When pyuria does 
not respond after a reasonable length of time, one must 


consider a urinary tract abnormality. These abnormal- 
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In such cases a complete study should 


ities are not rare. 
be made by a competent urologist. 

Dr. W. W. WapbeELt, Jr., University, Va.: With the 
recent advances in urological procedures and refinement 
in urological instrumentation, it can be safely stated that 
no child is so young as to preclude a urological study 
comparable to that usually accorded to adult patients. 

I am impressed with the frequency with which con- 
genital anomalies and associated obstruction occur. These 
anomalies are not difficult to demonstrate if an adequate 
urological study is made. I would, therefore, emphasize 
Dr. Tyson’s urging that we be more careful and more 
prompt to seek urological consultation and therapeutic aid 
in those cases which do not promptly respond to the 
usual medical therapy. Failure to make use of present 
facilities in diagnosis and treatment will in many in- 
stances subject such children to permanent kidney damage. 





ENDOCRINOLOGY BRIEFS. 


Conclusion: 


Miscellaneous Glands. 


Joun P. Lyncu, M.D., 


Richmond, Virginia. 


Tue Tuymus 

Our knowledge of the thymus is still shrouded 
with uncertainty which amounts almost to modern 
superstition, for this gland is still prominently as- 
sociated with the unexplained death of children 
It is located 
in the lower neck or upper thorax in contact with 
the pericardium. 

Its true function is unknown and clinically there- 


known as status thymicolymphaticus. 


fore the gland is as yet of little importance. Certain 
theories and observations, however, are of interest 
and may stimulate further knowledge. The offspring 
of thymectomized rats showed retardation of growth 
which state could be overcome by the administra- 
tion of thymus extract. There are a few clinical evi- 
dences of thymic tumors being associated with pre- 
cocious development, but there is so little clinical 
knowledge of this gland that except for tumor for- 
mation producing mechanical obstruction to vital 
processes treatment directed at the gland offers noth- 
ing. 

Status thymicolymphaticus is a condition of in- 
fancy and childhood characterized by hyperplasia of 
lymphatic tissues and thymus together with flabby 
fat overgrowth of the body, hypoplasia of the heart 
and blood vessels. Cyanosis, convulsions and sud- 
den death may occur without apparent antecedent 





cause. 
cases described as status thymicolymphaticus with 
Sevringhaus in the 1939 Year Book 


In 1939 New York workers reported seven 


small adrenals. 
of Neurology, Psychiatry and Endocrinology sum- 
marizes current opinion on this condition as fol- 
lows: “If such a condition as status thymicolym- 
phaticus exists and if it is in any way related to 
sudden death there is no justification for the be- 


- lief that radiologic treatment, extirpation of the 


thymus or administration of thymus extracts would 
have prevented such a death. The abnormalities pre- 
sented by the thymus gland could only be a part 
of such a syndrome.” 


THE MamMMary GLANDS 

The human mammary gland is composed of fif- 
teen or twenty lactiferous ducts opening at the 
nipple. During early childhood the development 
is slight being limited to growth of the duct system. 
At puberty mammary alveolar tissue proliferates. 
During pregnancy the development reaches its peak, 
and lactation occurs after parturition. Lactation 
inhibits the menstrual cycle. 

The estrogenic hormone primarily by stimulating 
duct tissue, and progestin secondarily by stimulating 
alveolar tissue along with the lactogenic hormone of 
the anterior pituitary gland are activators of the 
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breast. During pregnancy the estrogenic hormone 
concentration of the blood rises, and at parturition 
suddenly falls. The estrogenic hormone during preg- 
nancy apparently holds in check the action of the 
’ pituitary lactogenic hormone which after birth stim- 
uates lactation. Hypophysectomy of pregnant 
animals prevents lactation although these animals 
deliver normally. 

Unfortunately there is no potent lactogenic hor- 
mone on the market for clinical use in women whose 
breasts function poorly. - Estrogenic hormone therapy 
is of value in chronic mastitis of the mencpause. 

Recently there has been increasing interest in the 
relationship of estrogenic therapy and breast cancer. 
Although estrogenic dosage used in human meno- 
pausal treatment is far too low to have a carcino- 
genic effect on healthy breasts it seems wise to avoid 
this therapy in patients having breast carcinoma for 
fear that stimulation of the growth may result. 

Chicago workers have called attention to nodular 
swelling beneath the nipples of young men between 
the ages of thirteen and seventeen. The nodules may 
begin at eleven years and grow to conspicious size 
and then gradually subside. Experimental work in- 
dicates that this hypertrophy may be due to the 
testicular hormone. 
dicated. 


Obviously surgery is not in- 


THE PINEAL GLAND 

Descartes considered the pineal gland the seat 
of the soul but since his time no definite function 
has been discovered for this mysterious gland. It 
may have functioned as a third eye in some primi- 
tive lizards. The gland is located on the top of the 
midbrain between the superior colliculi. 

It is not essential to life. Its only clinical sig- 
nificance appears when tumors are formed. These 


[Oct er. 


are rare and give the usual symptoms of incre. sed 
intracranial pressure. Occasionally precocious -ex- 
ual development is referred to pineal disturb: ice, 
but usually better understood endocrine mechan; ms 
offer more plausible explanations. 


THE PANCREAS 

A review of the voluminous literature concerning 
this gland is not appropriate to this series. Its 
chief hormone, insulin, is becoming well under- 
stood and its uses amplified. Oral or more recently 
rectal treatment of diabetes by combining insulin 
with organic dyes and saponin has been reported. 
Technical difficulties so far have prevented wide use 
but experimental work is promising. 

The liver, spleen, kjdney, carotid gland and di- 
gestive tract have endocrine functions but little is 
known concerning them. 

Future laboratory workers and clinicians have a 
vast unexplored field of endocrinology before them. 
With patience and freedom of thought and action 
new and revolutionary discoveries can still be made.* 


REFERENCES 


*We could make no attempt to cover the voluminous 
literature on endocrinology thoroughly but suggest the 
following sources for reference: 

Tice’s Practice of Medicine, Vol. VIII. 

Sevringhaus’ Endocrine Therapy in General Practice. 

1938 Year Book of Neurology, Psychiatry and Endro- 
crinology. 

1939 Year Book of Neurology, Psychiatry and Endo- 
crinology. 

Oxford Medicine, Vol. III. 


1000 West Grace Street. 


EpiTor’s Notre: Seventh and last in a series of brief 
summaries of our present knowledge of a rapidly chang- 
ing field of diagnosis and therapy. 





ACUTE TRAUMATIC ARTERIAL THROMBOSIS OF THE EXTREMITIES.* 


EvuGENE L. LowENBERG, M.D., F.A.CS.., 
Norfolk, Virginia. 


Acute deficiency of the peripheral arterial circula- 
tion is usually thought of in terms of thrombo- 
angitis obliterans, arterio-sclerosis, Raynaud’s dis- 
ease, or embolic occlusion. We shall describe in this 


*Read before the Seaboard Medical Association of Vir- 
ginia and North Carolina, at Virginia Beach, Va., Decem- 
ber, 1939. 









paper a condition which is encountered rather infre- 
quently but which cannot be ascribed to any of the 
aforementioned diseases, the chief characteristic of 
which is its occurrence in young or middle aged in- 
dividuals who are otherwise perfectly healthy and 
who previously have shown no signs of peripheral 
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This is acute traumatic arterial 


vascular disease. 
thrombosis. 


If acute traumatic arterial thrombosis is not recog- 
nize’ as such in its incipiency, the result may 
be as grave as in the advanced stages of the other 
On the other 
hand. the element of spasm is often more prominent 


organic arterial vascular diseases. 


in acute traumatic arterial thrombosis than in the 
other arterial vascular diseases and, if the condition 
is properly diagnosed and the spastic element real- 
ized and adequately treated in the beginning, a dis- 
ease which otherwise might end in a catastrophe will 
result in eventual complete recovery. 


Acute traumatic arterial thrombosis is a vascular 
disease characterized by the occlusion of a main 
artery of an extremity which has been subjected to 
prolonged mild trauma, the occlusion being pre- 
sumed to be due to thrombosis implanted on the 
long existing latent arteritis. As a rule, the patient 
has not been conscious of the traumatic factor and 
likewise has had no symptoms from his chronic ar- 
teritis until the onset of the acute thrombosis with 
all of its fulminating acute manifestations. 

The symptoms and signs of acute traumatic ar- 
terial thrombosis will vary with the artery involved 
and the extent of the thrombosis, but otherwise do 
not differ from those usually observed in acute ar- 
terial insufficiency in an extremity attending the 
other organic arterial vascular diseases. 

The patient first notices pain and marked weak- 
ness of the arm or leg. The pain becomes much worse 
with exercise. The extremity becomes cold and, with 
further exercise, becomes blanched. Cyanosis of the 
hand or foot of the affected side and excessive sweat- 
ing of the extremity may be noted. On examination, 
an absence of pulsation in the involved artery is ob- 
served and the vessel can usually be felt as a ten- 
dinous cord which is definitely swollen in the early 
stages of the disease. Oscillometric readings show a 
diminution of the oscillometric index on the affected 
side and temperature readings with the skin ther- 
mometer or the dermatherm show marked reduction 
in temperature. Tests for vascular spasm usually in- 
dicate a high degree of arterial spasm, this being par- 
ticularly so if the case is seen early, and is of im- 
portance from the standpoint of prognosis, as men- 
tioned above. 

Acute traumatic arterial thrombosis has been de- 
scribed frequently in the literature. One encounters 


most commonly descriptions of cases of brachial 
thrombosis from the use of crutches. 

Montgomery and Ireland have described a condi- 
tion somewhat similar to the one under discussion, 
differing principally in that the arterial deficiency 
is due entirely to artery spasm, no thrombosis oc- 
curring. This is called “traumatic segmentary ar- 
terial spasm”. The authors present two cases of 
spastic occlusion of the brachial artery, one imme- 
diately following a simple fracture of the humerus, 
and the other after an open reduction to reduce a 
similar fracture. 

Besides traumatic arterial spasm, 
which really should cause no confusion, acute trau- 
matic arterial thrombosis must be differentiated from 
thrombo-angitis obliterans, diabetic and senile ar- 
terial sclerosis, specific arteritis, popliteal aneurysm, 
cervical rib, and acute embolic occlusion. As acute 
traumatic arterial thrombosis invariably affects only 
one extremity, this unilateral characteristic is an im- 
portant point in the differential diagnosis. 

We have attempted to stress the importance of 
recognizing the element of spasm in cases of acute 
traumatic arterial thrombosis. Many methods have 
been described for determining this degree of spasm. 
I have at various times employed posterior tibial 
block, spinal anesthesia, and typhoid vaccine intra- 
venously to produce maximum vaso-dilatation, esti- 
mating the degree of this vaso-dilatation by means 
of temperature readings with a dermatherm, I have 
not employed novocaine injections of the stellate 
ganglion for the upper extremity or of the lower 
lumbar ganglia for the lower extremity, as recom- 
mended by Ochsner. In recent years, I have em- 
ployed exclusively the Landis-Gibbons test, simply 
immersing the unaffected extremities in water baths 
at 45 degrees centigrade and observing the tempera- 
ture changes in the afflicted extremity. This test is 
harmless, easy to perform, and, whereas it does 
not produce maximum vaso-dilatation, the informa- 
tion obtained is sufficient for practical purposes. 
The test must be performed in an air-conditioned 
room at low even temperature. 

As has been previously mentioned, because of the 
prominent element of spasm in acute traumatic ar- 
terial thrombosis, adequate treatment: in the early 


segmentary 


stages should give encouraging results, providing 
the segment of artery thrombosed is not too ex- 
tensive. The treatment necessarily must be individ- 
ualized, depending upon the extremity involved, the 
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site and the extent of the area thrombosed, the time 
in the course of the illness at which the case is first 
seen, the degree of spasm existing, and the amount 
of tissue damage already present. 

For the lower extremity, when the case is seen in 
the first hours of the onset of the disease, our treat- 
ment is as follows: 

1. Elevate the head of the bed four to six inches. 

2. Wrap affected extremity in sheet wadding or 
cotton and place under a cradle electrically heated. 
The temperature in this cradle is automatically con- 
trolled and should be maintained at about 85 de- 
grees temperature, not higher. 

3. Papaverin hydrochloride—grs. 
travenously, repeated in three or four hours if bene- 
ficial. 

4. Whiskey—ounces one-half—repeated every six 
hours if tolerated well. 

5. Continuous inhalation of 95 per cent oxygen 
with the B.L.B. apparatus. 

6. Immerse both arms for affections of the lower 
extremity or both legs for affections of the upper 
extremity in water baths at 45 degrees temperature, 
maintaining the water at this temperature for thirty 
minutes. Repeat this every six hours. 


one-half—in- 


7. Intermittent suction and pressure (Pavex ther- 
apy) beginning with 20 or 30 millimeters of suction 
and practically no pressure. Treatment to be con- 
tinuous at first, suction being gradually increased to 
tolerance. After the acute catastrophe has been sur- 
vived and no marked tissue damage incurred, inter- 
mittent suction and pressure treatments become the 
mainstay of therapy and are continued for three or 
four months. 


Because the pain element may come on gradually, 
cases of acute traumatic arterial thrombosis may be 
first seen by a physician rather late in the course of 
the disease. In such cases one has the time and op- 
portunity for evaluating the degree of circulatory im- 
pairment, the amount of spasm, and the amount of 
collateral circulation. Oscillometric readings. will 
usually indicate the status of the main vessels, and 
will usually indicate the level of pulsating arteries. 
The methods of determining the degree of vasospasm 
have been previously described. A careful case analy- 
sis of the result of the histamine test on the skin, the 
temperature readings of the extremity at various 
levels, and the extent of the tissue damage in com- 
parison with the oscillometric readings will indicate 
the amount of the collateral circulation that has al- 
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ready developed. Treatment of these late cases. seen 
after the phenomena associated with the acute disease 
have subsided, is as follows: 

1. Intermittent suction and pressure daily or cvery 
other day for approximately three weeks, twice week- 
ly for two or three more months, each treatment ses- 
sion lasting one or two hours. 

2. Buerger’s vascular exercises. 

3. Passive hyperemia after the principles of Col- 
lins and Wilensky. 

Treatment of these late cases when considerable 
spasm is present: 

4. Cessation of tobacco. 

5. Tissue extract or depropanex: 3 cc. every other 
day. 

6. Immersion of the unaffected opposite extremi- 
ties in water baths for thirty minutes twice daily at 
45 degrees temperature. 

7. Typhoid vaccine intravenously twice weekly. 

8. Vaso-dilators by mouth, such as mecholyl, 
aminophyllin, padutin, and whiskey. 

We have not described embolectomy as a treat- 
ment for acute traumatic arterial thrombosis. In as 
much as a latent arteritis is presumed to exist, the 
removal of a thrombus would not seem to be a ra- 
tional procedure, the underlying pathology being un- 
altered by the operation. 

Leriche, however, describes the operation of ar- 
terectomy as of particular value in cases of mono- 
arteritis following trauma, freezing, and surgical 
ligation. Leriche feels that an obliterated artery 
ceases to be an artery but becomes a diseased plexus 
of sympathetic nerve fibers provoking distal vaso- 
spasm. He employs arterectomy for cases in which 
he can prove localized arterial obliteration with pat- 
ent vessels distally, By this means, he eliminates the 
reflex vasospasm initiated by the irritated and dis- 
eased sympathetic nerves. For the femoral artery, 
Leriche routinely resects six or eight inches of the 
vessel. He presents a follow-up study of seventy- 
eight consecutive operations. 

I have had no experience with arterectomy as a 
means of treating obliterated vascular disease. Clute 
reports in the New England Journal of Medicine 
two cases in which he performed arterectomy with 
marked improvement. 

Sympathetic ganglionectomy is another method of 
treating acute traumatic arterial thrombosis. Theis 
has shown that where functionally active collateral 
arterioles exist, appropriate sympathetic neurectomy 
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proiuces an immediate and permanent increased 
peripheral circulation. Sympathetic neurectomy was 
not employed in any of the cases reported in this 
paper. On several occasions, we have performed 
lumbar ganglionectomy for thrombo-angitis oblit- 
erans with spasm with good results. 

In this discussion of the therapy of acute trau- 
matic arterial thrombosis, reference should be made 
to the present interest in heparin. Murray, Perritt, 
and Best have shown that the clotting time of the 
blood of a human subject may be increased by the 
intravenous administration of solutions of highly 
purified heparin. This procedure produces no de- 
leterious effect even when the heparinization is main- 
tained for as long as five days. These authors report 
twenty-six patients in which genera] heparinization 
had been carried out. 
employ general heparinization in all patients seen in 


It would seem rational to 


the early course of acute traumatic arterial throm- 
bosis, with the end in view of preventing further ex- 
tension of the thrombotic process, 


ACUTE THROMBOSIS OF THE BRACHIAL ARTERY 
FROM UsING A “CHIPPING HAMMER” 

This patient is a thirty-seven-year-old, white, mar- 
ried, machinist, who was first seen August, 1937, be- 
cause of pain in the right arm. The family history 
is non-contributory. The patient’s health in the past 
was excellent. He worked for a number of years as a 
machinist in the Norfolk Navy Yard, and ham- 
mered a great deal with the right arm. For a year he 
used a vibrating tool known as a “chipping hammer”. 
From boyhood he had smoked a package of cigarettes 
daily, and drank moderate quantities of liquor. He 
ate little rye bread, was never exposed to lead fumes, 
and never ingested preparations containing ergot. 
There was no past history suggestive of intermittent 
claudication, Raynaud’s disease, phlebitis migrans 
or typhus fever. 

Five weeks before we saw him, he caught the 
thumb of the right hand between the bumper and 
crank of a truck. The thumb became slightly painful 
and swollen for several hours but caused no further 
trouble. Five days later the entire right upper ex- 
tremity suddenly began to pain. The pain increased 
over a period of two weeks, and was then gradually 
replaced by a sensation of numbness. The right hand 
became white and cold. Exercising the right arm 
produced pain and rest relieved this. Cold water ac- 
centuated the symptoms and warm water helped 
them. 





VIRGINIA MEDICAL MONTHLY 633 





Physical examination showed a well-developed and 
well-nourished white male. No abnormalities except 
those referable to the right arm were made out. The 
blood pressure was 120/90 in the left arm, and was 
not obtainable in the right. There was absence of 
pulsation in the right radial, ulnar and brachial ar- 
teries. The brachial artery was felt as a hard non- 
pulsating cord. The right axillary artery was palpa- 
ble and pulsated strongly. Normal pulsations were 
felt in the arteries of the neck, left arm and the legs. 
The right hand, forearm and lower third of the 
upper arm were paler and cooler than the left. When 
the arms were elevated the right hand assumed a 
cadaveric white color, and the left showed normal 
blanching. When the fingers were alternately opened 
and closed, claudication developed rapidly on the 
right. In the dependent position hyperemia ap- 
peared normally in the left hand, but redness re- 
turned very slowly in the right and there was never 
any hyperemia. 

Laboratory studies showed no abnormalities. Uri- 
nalysis, blood counts, blood smear and differential 
counts were within normal limits. The capillary 
bleeding time was three minutes, the venous clotting 
time seven minutes, and the tourniquet test was nega- 
tive. The blood Wassermann reaction was negative. 
X-rays of the chest, cervical spine, and right arm 
also disclosed no pathology. There was no evidence 
of mediastinal tumor, cervical rib, or calcification of 
blood vessels. The temperature of the right wrist 
was 1.5 degrees lower than that of the left, and the 
entire right arm was cooler than the opposite arm by 
dermatherm readings. The oscillometric index was 
zero for the right forearm, one for the upper arm 
near the shoulder. For the left forearm, the index 
was five and for the upper arm eight. An estimation 
of vaso-constriction spasm was not made. 

The diagnosis was thrombosis of the right brachial 
artery. It was thought this was due to arteritis 
caused by the trauma from the vibrating tool. .The 
physical examination and the subsequent course of 
the patient seemed to rule out generalized arterial 
disease (organic or vasospastic), or arterial occlusion 
by an embolus. 

The patient was advised to discontinue work and 
smoking, to use the right arm as little as possible 
and to keep it warm at all times. Active treatment 
consisted of intermittent suction and pressure, two 
hour sessions daily for one month and twice weekly 
for two months. Improvement was progressive and 
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consistent. Eight months after onset of illness, the 
patient had no subjective symptoms, but pulsation 
was still absent in the right brachial and radial ar- 
teriés, and the oscillometric index for the right fore- 
arm was only “one”. 


POPLITEAL THROMBOSIS FROM THE USE OF A 
Grain TRACTOR 

This patient is a thirty-five-year-old, white, mar- 
ried, tractor operator, who was first seen February 21, 
1938, because of pain in the left leg. The family 
history is non-contributory. Before the present ill- 
ness his health was excellent. For a number of years 
he walked five to six miles daily. For one and one- 
half years he drove a heavy tractor, the brake of 
which he operated with the left leg. He smoked a 
package of cigarettes daily, and up to three months 
before we saw him drank moderate quantities of 
whiskey. He did not eat rye bread excessively. 
He was never frost-bitten, and was not bothered by 
cold weather. There was no history of ingestion of 
large quantities of raw vegetables suggesting arsenic 
poisoning. 

For two to three years he noticed an occasional 
tired sensation in the calf of the left leg after walk- 
ing several miles. The present illness began a month 
ago when he experienced severe pain in the left foot 
and cramping pain in the thigh, present at rest but 
greatly accentuated by activity. The left foot then 
gradually became white, cold, and numb. 

The physical examination was negative except for 
the left leg. The blood pressure was 130/90 in the 
jeft arm. There was no evidence of generalized ar- 
terial disease. The eye grounds were normal. There 
were no cardiac murmurs. The right leg was normal. 
The dorsalis pedis pulsation was not made out on the 
right, but there were good pulsations in the posterior 
tibial, popliteal and femoral arteries. There was a 
bluish red discoloration of all the toes of the left 
foot. The entire left foot blanched when raised about 
40° above the horizontal. A dusky rubor developed 
over most of the left foot and the toes when the foot 
was lowered. The foot and the lower half of the leg 
were cooler to palpation than on the right. On the 
left no pulsation was made out in the dorsalis pedis 
and only an occasional beat came through the pos- 
terior tibial and popliteal. A good femoral pulsa- 
tion was present. There was tenderness over the 
course of the left posterior tibial and popliteal ar- 
teries. 

Laboratory tests, including urinalysis, blood counts, 
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Wassermann reaction, blood sugar and non-protein 
nitrogen determinations, were all within normal lin its 
except for a mild secondary anemia. X-rays were 
not taken. The oscillometric index was one-half 
point below the left knee, four points below the right 
knee. The thigh oscillometric readings were approxi- 
mately equal for the two legs. Skin temperature 
readings with the dermatherm showed diminislied 
temperature of the right leg, from toes to knee. A 
Landis-Gibbons test demonstrated a moderate degree 
of vaso-constriction spasm on the affected side. 
Treatment consisted of intermittent suction and 
pressure, typhoid vaccine intravenously, and _hy- 
peremic therapy with a blood-pressure cuff after the 
method of Collins and Wilensky. Dry gangrene of 
the distal third of the second toe developed. Spon- 
taneous amputation of this gangrenous tissue oc- 
curred several months later. The patient made a 
complete recovery and remains well at this writing, 
one and one-half years after onset of present illness. 


PopPLITEAL THROMBOSIS WITH A HIsTORY OF 

TRAUMA UNDER THE KNEE MAny YEARS AGO. 

This patient is a fifty-five-year-old, white, mar- 
ried, bank clerk, who was referred August, 1939, 
with the complaint of pain in the right leg. The fam- 
ily history is non-contributory. As a boy he had 
malaria. Thirty years ago he fractured his right hip 
and the leg was placed in a splint on an inclined 
plane. An ulcer developed beneath the right knee, 
and this healed and left a scar. He smoked about a 
package of cigarettes daily. During the past several 
years he had been told on a few occasions that his 
blood pressure was slightly elevated—being between 
150-160. Before the present illness there was no his 
tory of intermittent claudication, angina pectoris, 
migrating phlebitis, exposure to lead or ingestion of 
ergot. 

The present illness began suddenly six weeks be- 
fore he was seen. While walking home he noted a 
binding, tired sensation in the back of the right leg 
above the ankle. The pain was severe enough to 
make him stop, and rest relieved it in a few minutes. 
The pain recurred several times until he reached 
home. From then on, the right leg has felt cold and 
has tired easily. Since the old fracture this leg has 
seemed smaller than the left, but the patient believes 
it has become even smaller since the present diffi- 
culty. Walking more than a block produces the bind- 
ing sensation above the ankle of the right leg. 

His general physical condition was excellent. The 
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pulse was 84 and the blood pressure 134/80. The 
arteries in the ocular fundi showed evidences of mild 
arteriosclerosis. The heart was not enlarged and 
there were no murmurs or accentuated sounds. The 
brachial arteries felt soft. The appearance of the 
left leg and the arterial pulsations in it were normal. 

Examination of the arterial circulation of the right 
or affected leg revealed the following: 

No appreciable color change of the foot in the 
dependent position. 

Pulsation in the dorsalis pedis, and posterior tibial 
artery entirely absent. 

Pulsation in the popliteal artery very faint. 

Oscillometric Index: Right leg, above the ankle, 
one-fourth points as compared to three and one-half 
points on the left leg. Below the knee on the right 
side, one and one-fourth points as compared to six 
points on the left leg, and above the knee, on the 
right side, six as against nine on the left. 

The temperature reading on the right big toe was 
1.3 degrees centigrade lower than on the left. 

In the histamine test, the findings were practically 
identical for the two legs except for the absence of the 
reaction—wheals and flares—on the right leg above 
the ankle. 

Test for vasospasm by the Landis-Gibbons method 
revealed the following: At the end of twenty minutes, 
the right big toe temperature rose from 26.5 degrees 
centigrade to 31 degrees centigrade, and on the left 
side the temperature of the big toe rose from 27.1 
degrees to 33.3 degrees, centigrade. Taking 33 as a 
normal complete vaso-dilatation level, this would 
indicate the high degree of vasospasm (as indicated 
by 4.5 degrees centigrade of temperature) on the 
affected right side, with some organic occlusion as 
represented by 2 degrees centigrade temperature. The 
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toe failed to reach the complete vaso-dilatation level 


of 33 by 2 degrees. 

Treatment was as follows: 1. Complete cessation 
of smoking. 2. Buerger’s exercises. 3. Vasodilata- 
tion of the lower extremities by immersion of the 
arms in water at 45°C. temperature for twenty min- 
utes daily. 4. Tissue X-ray, No. 568, Sharpe and 
Dohme, 3 cc. every other day. 5. Pavex therapy every 
other day for two weeks and twice weekly for six 
additional weeks. 

This patient was discharged three months after the 
first examination. At this time there was an oscillo- 
metric index of two points above the right ankle as 
compared to two and one-half on the left. The 
temperature readings of the big toe were about the 
same on either leg. The patient was able to walk 
fast for four or five blocks without any pain in his 
leg, and he stated he could walk indefinitely at a 
normal pace. 

Acute traumatic arterial thrombosis is described as 
a unilateral arterial vascular disease of sudden onset, 
occurring in previously healthy individuals and not 
preceded by the usual prodromal symptoms of ar- 
terial deficiency such as claudication and coldness in 
the part. Chronic slight trauma producing latent ar- 
teritis is given as the predisposing cause. Three cases 
are reported, one of a machinist who constantly used 
a chipping hammer and developed brachial thrombo- 
sis, and one of a tractor driver who developed 
popliteal thrombosis, and one of a banker who de- 
veloped a thrombosis at the site of an old injury in 
the popliteal region. Treatment is outlined, the im- 
portance of recognizing the element of spasm being 
stressed. 
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Every physician practicing medicine is confronted 
at times with the urgent need of a short-acting, safe 
anesthetic without too much apparatus or financial 
involvement. In vinethene it appears that we have a 
solution to the problem. It is of great value when 
rapid and prompt recovery is desired of an anesthetic. 


The convenience of administration is of great use- 
fulness, for it may be carried in the physician’s bag, 
as it is a liquid supplied in small bottles and ad- 
ministered most often by the open drop method or 
semi-open drop method. Ethyl chloride was used be- 
fore we started using vinethene and the advantages 
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of the latter were apparent after only a few adminis- 
trations. 

Vinethene consists of pure vinyl ether, a very small 
amount of absolute alcohol and an oxidation in- 
hibitor, The alcohol is added to prevent freezing of 
the moisture which accumulates during its use and 
the oxidation inhibitor is added to offset rapid de- 
composition from exposure to light or air. Vinethene 
has a characteristic odor to which no patient has 
raised an objection. It should be stored in a cool, 
dark place, refrigerator being preferable. It is in- 
flammable, so ordinary precautions should be taken. 
The manufacturers state that it should not be used 
after the container has been opened for more than 24 
hours. We find that it can be used after the container 
has been opened for as long as two weeks, provided 
it is kept in a refrigerator where there is no light and 
the top of the container is cinched down until it is 
air-tight. 

The pharmacologic properties of vinethene (vinyl 
ether) are similar to ethyl ether. However, due to its 
lower partition coefficient and lower boiling point, in- 
duction of anesthesia, as well as recovery, takes place 
more rapidly. Also, for this same reason, it is more 
difficult to maintain an even level of anesthesia. 
Therefore, we suggest that vinethene be used only for 
procedures requiring a limited time, not to exceed 
ten minutes, although it could be used for longer 
periods of time. 


METHOopDs OF ADMINISTRATION 


Vinethene may be administered by one of three 
methods: The open drop, the semi-open drop, or the 
closed method. We use the semi-open drop method 
altogether. 

In the open drop method the vinethene is poured 
at the rate of about 60 drops per minute over sev- 
eral thicknesses of coarse gauze or towel placed di- 
rectly over the face. The usual protection of eyes 
and face is used. 

The semi-open drop method seems far more satis- 
factory. The eyes are covered with a towel. The 
usual ether mask is used and around this mask is 
placed a warm moist towel, leaving only a very small 
area of gauze at the apex of the mask uncovered by 
the towel. Vinethene is poured into this small area 
at the rate of about 60 drops per minute and the 
patient is asked to count slowly after the anesthetist. 
The patient is usually asleep after a count of twenty 
to forty and the operator is then allowed to proceed. 





In the closed method any good gas machine may »e 
used but we would certainly not advise the purch:s 
of a gas machine for the administration of vineth« ne 
when such good results are obtained from the use of 
the open drop method or the semi-open drop meth«d. 

Vinethene anesthesia is probably induced with the 
greatest ease of any anesthetic. No premedication is 
needed; in fact, we never use it. There should never 
be any cyanosis; if it occurs the anesthetic should be 
discontinued. Respirations should be smooth and of 
equal volume. If there is any depression of the resj)i- 
ratory center, allow the patient fresh air or admin- 
ister oxygen. Eye signs are utterly unreliable. Re- 
covery is very fast, usually about one to three minutes 
after administration is stopped. There is no post- 
operative excitement. We have never had nausea or 
vomiting to occur in any of our two hundred cases. 
Vinethene was administered to several cases shortly 
after eating without producing any nausea or vomit- 
ing. We do not believe that this would happen with 
any of the other anesthetics, as ethyl chloride and 
such. 


@ 


We recommend that vinethene never be used for 
any major procedure which requires more than ten 
minutes’ time. There are many short and minor sur- 
gical procedures which are particularly suitable for 
vinethene anesthesia, namely, incision and drainage 
of abscesses and boils, myringotomies, removal of 
foreign bodies from nose and ears in children, repair 
of lacerations, removal of finger-nails and toe-nails, 
reduction of simple fractures, passage of sounds, 
vaginal dilatations, freeing of clitoris, and, one of the 
most important uses, the extraction of teeth. A den- 
tist can easily extract two teeth and the patient leave 
his office within five minutes’ time, feeling normal. 

We do not believe that everyone should use vine- 
thene unless they know something about it, but we 
do believe that, if its administration is once seen, all 
will agree with us of its wonderful advantages. There 
has been a case reported of facial burns from vine- 
thene but we have had no complications. Let us re- 
iterate that, if you are careful and know what you 
are doing, you will not run into complications. 

Vinethene is manufactured by Merck and Co., and 
accepted by the Council on Pharamcy and Chemistry 
of the American Medical Association. It is supplied 
in bottles of 25 cc., 50 cc., and 75 cc. If it is to be 
used often we recommend the larger bottles; other- 
wise, the 25 cc. bottle is more practical. The amount 
of vinethene required varies with different patients. 
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SUMMARY 
1. Vinethene is a short-acting, safe inhalation an- 
esthetic. 
2. Every physician should know how to administer 
yinethene, and have it at his disposal. 
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3. Vinethene is given most often by the semi-open 
drop method. 

4. Vinethene is used as anesthetic for many short 
surgical procedures. 


LOW BACK PAIN. 


Haroitp W. KINDERMAN, M.D., 


Palmer, Virginia. 


Employers’ liability for disability developing in 
employees on the job has served to make the nation 
more conscious of the economic value of its public 
health than any social advance of our times. Em- 
phasis on the poor state of physique of a large 
portion of our male population, as disclosed in the 
examinations of the World War mobilization, lost 
much of its force-value through the post bellum 
false notion that the. public’s bill for disability 
compensation was the result of hazardous military 
service. Great as were combat and service con- 
nected casualties, it must be admitted that the great- 
est disability expense to the nation occurred in the 
large group that failed to see combat, including 
many thousands who did not have enough service 
to get the wrinkles out of their issue uniforms. 
Certainly the hazard index of this group was indeed 
less than that of their civil environment. 

Experience gained in the examination of many 
hundreds of recruits during the war period, when 
checked against that more recent experience with 
candidates for the Civilian Conservation Corps, 
leaves a conviction that the amount of real and 
potential physical disability among our male youth 
has not materially lessened in the past twenty years; 
and the same may be reasonably assumed of the 
opposite sex. Be it understood that excluded from 
consideration here is that minority enjoying eco- 
nomic independence. 

The burden of this tremendous bill for disability 
will not likely strike the realization of the present 
tax-paying generations in sufficient force to accom- 
plish effective legislation; but organized industry, at 
least, has already appreciated the economy of sub- 
jecting prospective, as well as regular employees to 
routine health examinations; and thén protecting 
its interests by the elimination of the unfit candidate 
or by recording the recognized potential disability. 


Probably no single item of actual or claimed dis- 
ability appears more frequently or more expensively 
in the compensation files than that of low back 
pain. 

The multiplicity of causes, obstinate resistance 
and persistence of symptoms, the neurasthenic at- 
titude of the sufferer, the too frequent suspicion of 
malingering, confusion in the history, confusion of 
ideas as to pathology in both the medical and the 
lay mind combine to make this symptom complex 
produce also a severe pain at a higher level in the 
average industrial executive, insurance adjuster and 
practicing physician. 

Now it is by no means implied that low back 
disability can be forecast by any system of pseudo- 
scientific palmistry any more than crystal gazing 
can designate the individual about to encounter 
back injury. And it must be admitted with due 
humility that even after development, exact diag- 
nosis escapes detection occasionally in the highest 
medical detecting agencies, the case taunting science 
by perversely getting well alone or supporting 
pseudo-science while painfully moving from one 
nostrum to another. But it is to be asserted that 
all low back disability has a real cause; that many 
potentially weak backs can be recognized before the 
onset of symptoms; that sources of trouble can often 
be eliminated with true preventive value; that fail- 
ure to readily put the cause on the spot does not 
deny the genuineness of the disability; and that all 
complaining cases should be subjected to the most 
searching, sympathetic and open-minded examina- 
tion before indicting them for cooperative failure 
or ulterior designs on the consolation of compensa- 
tion. 

Potential back disability may be of defective de- 
velopment entirely, and possible of detection only by 
X-ray. Failure of complete bony fusion in the lower 
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lumbar vertebrae is a typical example of this and, 
while it is obviously not practicable to check all 
backs before turning them loose in the industrial 
world, the importance of securing prompt X-ray 
check in cases of back trauma is too often only ap- 
preciated when delay has allowed some doubt to arise 
as to how much of the abnormality finally demon- 
strated was present before the date of the injury. 
Juries have been known to entertain such doubts 
and to regard thern reasonable. Postural defects, 
lateral spine curvature, exaggerated lordosis, the 
high shoulder, disproportion of trunk to leg length, 
limitation of lower back motion are all points easily 
noticeable on casual physical inspection and prog- 
nose with no little accuracy that back disability will 
occur under stress. A case of spondylolisthesis, 
which could be readily suspected on stripped in- 
spection, has a real complaint if his first physical 
examination is occasioned by injury after a year of 
hazardous employment. 

The known preference of that public enemy 
arthritis to shoot us in the back should urge de- 
fense against the slightest demonstration and the 
elimination of sabotage—focal infection—within the 
lines. The recognition and elimination of the non- 
vital tooth and the treatment of the involved sinus 
is much less expensive than the later care of the 
lame back they can induce. 

Now, if the causes of low back disability are so 
numerous, likewise are the names commonly applied 
to it. And the error of regarding the terms in gen- 
eral use as separate entities instead of mere symp- 
tomatic tags applied has not always been limited to 
the lay mind. Thus the popular diagnosis—lum- 
bago—seems to mean some distinct pathologic entity; 
likewise, sciatica as a definite pathologic state in- 
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stead of evidence of a low back disturbance, the 
most prominent symptom of which is pain of varying 
severity being referred along the course of the 
sciatic nerve; and often reflex in nature as recently 
suggested by Steindler. Neuralgias, myalgias, 
coxalgias and others of equal vagueness have through 
careless use by the profession confused the picture 
and created the impression that the chief aim in ap- 
proaching a diseased state is to apply a name of 
Latin or Greek derivation. This attitude is occa- 
sionally reflected in the mind of the bona fide 
injury case who seems much better able to resign 
himself to discomfort if only some term be applied 
to his symptoms. Even the old and unflattering 
term of “railroad spine” is still encountered as serv- 
ing this purpose. In a careless attitude toward the 
chronic lame back the profession’s loss of public 
esteem is not overlooked by the opportunist in 
the ranks of the irregulars. 


So, with this picture of major confusion, it is not 
to be wondered at that the chief characteristic of 
low back disability is chronicity; that misunder- 
standing tempts treatment directed against symp- 
toms only; that unsympathetic attitudes in the pro- 
fession beget anti-social attitudes in the sufferer; 
that delay in detecting the true cause of the symp- 
toms makes relief all the more difficult to obtain and 
the total expense a mounting burden shared by so- 
ciety. May it not, therefore, be concluded that 
hope for relief by the sufferer and economic relief 
for the public can only be expected through recog- 
nizing that as effect follows cause, symptoms fol- 
low pathologic states. In no instance of disability 
is there more reason for demanding through search 
for cause instead of accepting treatment of effect. 





ANESTHESIA AS USED IN THE SMALL HOSPITAL. 


James T. Rountree, M.D., 
Surgeon, The Cora Miller Memorial Hospital, 
and 
Nora WHITEVER, R.N., 
Anesthetist, The Cora Miller Memorial Hospital, 
Woodstock, Virginia. 


One of the questions that is becoming very com- 
mon among patients who are being admitted for 
surgery today is “What type of anesthetic will I 
get?” This inquiry is nearly constant with those who 
have previously undergone a surgical procedure for 


they have either had a smooth, uncomplicated an- 
esthesia or a most unpleasant pre- and post-operative 
course that, to their mind, at least, was due to the 
anesthesia. To neglect to discuss this with most 
patients is unfair to both yourself and the patient. 
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My approach is usually to ask the patient what type 
anesthesia they would prefer and to give them a brief 
explanation of the various methods at my disposal, 
finally stating the type anesthesia that I think would 
be most suitable to their particular case, and why. 
Practically all patients will follow their physician’s 
desire in this matter if the above approach is used 
and will feel somewhat flattered by their doctor’s 
interest. 

The latitude of choice of an anesthesia in the 
larger hospital is more than in the smaller hospital ; 
however, with the remarkable advances that have 
been made in the field of anesthesia the surgeon in 
the small hospital still has a wide range of choice 
and should have at his disposal the following: all 
usual types of local anesthesia, spinal anesthesia, 
gas anesthesia (probably limited to nitrous oxide, 
ethylene, carbon dioxide and oxygen), rectal an- 
esthesias or anesthetic aids (avertin, paraldehyde, 
etc.), intravenous anesthesias (pentothal sodium, 
evipal soluble, morphine, etc.), vinethene (vinyl 
ether), ether, chloroform and ethyl chloride. The 
last two mentioned have widely been dropped from 
hospital usage. The use of Cyclopropane and the 
intratracheal method of administering anesthesia is 


principally limited as yet to the larger institutions. 


The use of local anesthesia should be encouraged, 
for it is the safest form of anesthesia, In many in- 
stances a local anesthesia could be used successfully 
if the surgeon would take the time necessary to com- 
pletely infiltrate or block the field. A properly per- 
formed local anesthesia should cause the patient no 
pain except for the initial intradermal wheal; to 
avoid even this many physicians are applying a piece 
of ice to the area of the initial injection for several 
minutes before proceeding, as this will often com- 
pletely numb the skin so that the first injection will 
not be felt. The main contra-indications to local 
anesthesia are: the time element, the patient’s nerv- 
ousness (which can often be overcome by judicious 
use of sedatives and hypnotics), infection of the area 
of injection, and, finally, the inaccessability of the 
complete area of the operation. The use of cervical 
block successfully will entail some experience on the 
part of the anesthetist but is often very useful. 
Caudal and sacral block are simple as a rule and 
are especially useful in operations of the perineum. 
I have found this especially true in cystoscopic ex- 
aminations. Tht procedure that I use is for the pa- 
tient to lie upon his abdomen and an area over the 
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sacrum and sacro-coccygeal joint is painted with a 
germicide. A skin wheal is made over an area which 
is approximately in the middle of the proximal 
phalanx of the index finger when the tip of that 
finger rests upon the tip of the coccyx; a spinal 
puncture needle is then inserted at a 45 per cent 
angle, all the while injecting novocain in small 
amounts until the sacro-coccygeal ligament is pierced; 
then the needle is directed proximally in line with 
the long axis of the body and inserted to a depth of 
about three inches. Aspiration is very important at 
this point to avoid the injection of any of the solu- 
tion into the sub-dural space or a blood vessel. If 
any cerebro-spinal fluid or blood is aspirated at this 
point the needle must be reintroduced and the pre- 
caution repeated. I usually inject 15 to 20 c.c. of a 
1 per cent novocain solution and after five minutes 
or so the urethra and prostate are anesthetized. Oc- 
casionally it is also necessary to perform a block of 
the sacral nerves as they emerge from their respective 
foraminae, An anesthesia of this type usually lasts 
from twenty to thirty minutes. The patient is often 
grateful for being spared the pain that is felt when 
only an intraurethral topical anesthesia is used and 
thankful for not having to have spinal anesthesia. 


Spinal anesthesia today, when carefully adminis- 
tered, is an extremely safe anesthesia. However, it 
should not be used routinely on all cases. From 1935 
until a little over a year ago I used this type of an- 
esthesia for many upper abdominal operations such 
as stomach, gall bladder and kidney surgery and had 
no deaths from the anesthesia; however, I did have 
some close calls. One lady who was rather obese 
and about fifty years of age was given a spinal an- 
esthesia upon her request, saying that she had had 
ether several years before for an appendectomy and 
that she had “nearly died” from nausea and vomit- 
ing. The operation, which was a cholecystectomy, 
was proceeding very nicely until I was ligating the 
cystic vessels, at which time she ceased breathing and 
her heart stopped suddenly. After a few minutes of 
cardiac massage and the administration of oxygen 
and carbon dioxide, she became resuscitated and the 
operation was completed. Several days later, from 
curiosity, I asked her how she liked the spinal an- 
esthesia and, not knowing, of course, of her close 
call, she replied “Heavenly!” My opinion of this 
case certainly did not agree figuratively with her’s. 
Spinal anesthesia has an especial value in surgery 
of the bowel, and I use it in surgery below the 
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umbilicus frequently if the patient is not too nervous 
or too adverse to the procedure. I now use it for 
surgery above the umbilicus in special instances. 
One important precaution in the use of spinal an- 
esthesia is the prevention of the drop in blood pres- 
sure as much as possible. This can be done by the 
administration of gr. 3/4 of ephedrin sulfate solution 
intramuscularly one-half hour before the spinal in- 
jection is completed. This half hour is the time 
needed for the ephedrine to contract the splanchnic 
vessels which are relaxed by the paralyzation of the 
white communicating rami that control the tone of 
these vessels by the injected spinal anesthetic. With 
the exception of the use of “spinocain” by the Pitkin 
method, the patient should be placed on his back on a 
level table and I have noticed that putting a small 
pillow under the patient’s head will usually prevent 
nausea. If nausea occurs the administration of oxy- 
gen-carbon dioxide will often relieve it. Spinal an- 
esthesia should never be used without a qualified 
anesthetist in attendance and the anesthetist should 
have his machine and restoratives ready for use as 
well as making close observance of the pulse and 
blood pressure. Seldom are headaches seen following 
spinal anesthesias today and I do not lower their 
head following this procedure unless shock or some 
other complication requires it. During an operation, 
if the Trendelenberg position is desirable, I wait 
until about twenty minutes have lapsed since the 
spinal injection. Pre-operative medication is always 
very important but here it is exceedingly so in order 
to allay any nervousness on the part of the patient. 
In my opinion the only time a spinal anesthesia does 
not anesthetize at all is when it is not properly given. 

Two things that are of interest to the surgeon about 
the common gas anesthetics (nitrous oxide and ethy- 
lene) are that they usually cause less relaxation and 
more bleeding and that a number of unexplained 
deaths have been reported following the prolonged 
use of nitrous oxide. Authorities have advised that 
the latter should not be used over thirty minutes con- 
tinuously for general anesthesia. The danger of 
ethylene as an explosive has been widely recognized. 
The general use of these gases has of late been 
principally limited to minor surgery of short dura- 
tion and for preliminary induction anesthesia. 

Basal anesthesia by colonic injection is induced 
principally today by using tribromethanol (avertin) 
although the use of paraldehyde is still popular, es- 
pecially among obstetricians. This anesthesia has 
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fallen into disfavor in most areas as a “total” on- 
esthesia and is principally used now in conjunct on 
with local, gas or ether anesthesia. The general d.s- 
age is from 70 to 90 milligrams per kilogram of 
body weight fifteen to thirty minutes before the })a- 
tient is brought into the operating room. Some writ- 
ers have reported the finding of albuminuria in jya- 
tients who have had avertin but I have noticed ‘or 
this during the past two years and have not found it 
to be at all constant in my cases. The use of avertin 
with local anesthesia has proven very popular with 
patients for thyroidectomy and appendectomy. The 
higher the basal metabolism the more desired result 
is obtained from the use of avertin; thus in children 
or young adults whose basal rates are high there is 
the minimum of danger. Some authors have used 
70-80 milligrams of avertin per kilogram of body 
weight for children in tonsillectomies with enthusias- 
tic results. 


The use of intravenous anesthesia in all probabil- 
ity will replace many of the anesthesias today in use. 
Most anesthetists agree that the day will come when 
it will not be necessary to introduce an anesthetic in- 
directly into the blood stream through the lungs or 
the intestinal tract but directly through intravenous 
injection. This step will be postponed until a chemi- 
cal is found that will have a wide margin of safety 
between the anesthetic and lethal stage. Dr. Lundy, 
of the Mayo Clinic, prefers the use of pentothal 
sodium among the barbiturates but there are many 
who use evipal soluble. This class of drugs has in 
the past principally been used for induction or for 
short operations such as incisions for drainage, optic 
enucleations, dental surgery, etc. Today, however, 
there are many surgical major procedures that are 
being done by this method alone in the larger clinics. 
This anesthetic should not be used unless there is a 
trained anesthetist in attendance with resuscitation 
apparatus at hand. I have done one amputation of 
the thigh and a few appendectomies under intravenous 
anesthesia alone but I do not believe it should be 
used routinely in the small hospital for major sur- 
gery. The use of one-sixth to one-fourth grain of 
morphine sulfate solution as an intravenous an- 
esthesia is being used more for induction and minor 
procedures at the Mayo Clinic than it was formerly 
used. 

Vinyl ether is another drug that is becoming more 
popular, especially in Australia and England, for 
major surgery, but its use at present is principally 
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confined to induction and minor surgery. We have 
found it especially suited for induction in tonsil- 
lectomies of children as it does not have the irritating 
effect of ether or the slowness of action of the common 
gases. Our method is to hold an open mask over the 
child’s face and to slowly drop the solution as the 
child counts aloud. When the child stops counting 
ether is augmented. Its point of toxicity is between 
ether and ethyl chloride and it has a wider margin of 
safety than chloroform and is not as apt to excite 
primary cardiac syncope. It causes profuse salivation 
but is not a lung irritant. As it has to be used from 
a 25 c.c. bottle it may be costly, as once the bottle 
is open it rapidly deteriorates. 

Ether is our old stand-by and continues to lead the 
field in general usage. One must remember that the 
successful anesthesia from any point of view depends 
upon the proper pre-anesthetic preparation by use 
of sedatives and hypnotics. Today it is rarely if 
ever necessary to use initial ether without an induc- 
tion aid. In our hospital we have not felt that it was 
necessary to employ the use of either ethyl chloride 
or of chloroform, as other more suitable anesthetics 
are available. 

In summary, the purpose of this paper has been 
to superficially touch on the various agents at the 
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disposal of the small hospital to round out their 
anesthesia service. We must remember that it is 
not the enthusiastic adoption of any one anesthetic 
agent that will most benefit our patients or our- 
selves as their physicians, but it is the proper evalua- 
tion and use of each of these agents in their re- 
spective spheres that will enable us to prevent ap- 
prehension and fear of the operating room when 
surgery becomes necessary. 
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BILATERAL DERMOID CYSTS COMPLICATING A NORMAL 
PREGNANCY—CASE REPORT.* 


W: Ross SouTHWARD, JR., M.D., 
Richmond, Virginia. 


Dermoid cysts are so frequently seen that we 
may dismiss the histogenesis of this type of tumor 
with a few words. These tumors probably take their 
origin from the egg cells of the ovary rather than 
from wandering or enclosed blastomeres. The stim- 
ulus to autonomous or parthenogenic growth of egg 
cells resulting in teratoid tumor is not known, but 
is probably chemical in nature.! 

The gross anatomy of ovarian dermoids is a 
cystic tumor, oval or globular in shape, ranging in 
size from a pea to a man’s head. The surface is 
smooth and glistening and is usually transparent. 
The fluid content is an oily liquid consisting of fat, 
fat accretions, desquamated epithelium and choles- 
terin crystals. In the midst of this material is 





*Read before the Grace Hospital Staff, Richmond, Va., 
March 7, 1940. 


usually found a tangled mass of hair and often bits 
of bones, nails and teeth. Occasionally mesodermal 
structures are found. 

In this case there was bilateral dermoid cysts, 
and, because of the patient’s history, was at first 
unsuspected. A series of fourteen investigators gave 
an average of 19 per cent multiple dermoids of the 
ovary. McKerron collected forty-six dermoids out 
of 107 ovarian tumors; Spencer twelve in forty-one 
cases.2 Up until 1902 Miller reported 196 bilateral 
ovarian dermoids. Marshall, of Mayo, gives 15 
per cent and J. R. Miller claims it to be above 25 
per cent in a series of ninety cases.* Miller, in 1924, 
collected 15,780 cases of ovarian tumors from all 
over the world and found that 10.9 per cent were 
dermoids and, of the dermoids, 10 per cent were 


bilateral. Thus, so far as I have been able to 
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ascertain, a rough estimate of bilateral dermoids 
found is 1 per cent of all ovarian tumors. 

We know dermoids often complicate a pregnancy 
and usually will cause abortion. Graves advises 
early operation, and saving as much ovarian tissue 
as possible. Strange to say, malignant degeneration 
occurs more often in bilaterAl dermoids than in 
single. 

I wish to present one case of bilateral dermoid 
cysts complicating normal pregnancy : 

Mrs. A.L., white, female, aged thirty-two. First 
seen April 30, 1936, complaining of a mass in the 
midline, low down in abdomen, of approximately 
eight months’ duration, and gradually enlarging. 
Legs ached terribly, had lassitude, and noticed a 
slight increase in weight in the last four or five 
months. 

Marital History: Two pregnancies, the first a 
stillbirth in 1925; the second was a normal de- 
livery in 1931 with child living and well. 

Menstrual History: Menses normal] and regular 
every thirty days, flow four days, no pain. Last 
normal period was on February 25. She had a 
slight spotting on March 25 and then a slight bloody 
discharge off and on ever since. The last three 
months showed the discharge to be more watery. 

Physical examination was essentially negative. 
There was no nausea, tenderness or secretion of the 
breasts. Palpation of the abdomen revealed a large 
irregular mass in the lower abdomen about the size 
of a large grapefruit, and there was a slight tender- 
ness on deep pressure. Vaginal examination re- 
vealed a relaxed perineum, a lacerated and par- 
tially patent cervix, and an enlarged and apparently 
irregular mass in the midline and to the right. What 
appeared to be a large cystic ovary was on the left. 

The tentative diagnosis was made as uterine 
fibromyomata, ovarian cyst, a chronic appendix, cer- 
vical lacerations and relaxed perineum. 

The patient refused operation at first, but later 
came in, and, after another vaginal examination, in 
conjunction with Dr. A. L. Herring, it was decided 
to forego the vaginal operation in view of a possible 
pregnancy. On the day of operation the laboratory 
work showed a negative Wassermann; hemoglobin 
65 per cent; 8,900 leukocytes, 63 polvs, 32 lympho- 
cytes, 3 eosinophils and 2 unclassified. Urinalysis 
showed a trace of albumin and sugar, 6-8 pus cells 
per high power field, and Trichomonas. 

The patient was operated upon on May 27 with 
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a lower midline incision, with the removal of two 
ovarian dermoid cysts, measuring 1612x10 and &x5 
cm., respectively. Only a very small portion of 
ovarian tissue was left on the right side, none on 
the left. The appendix was removed by cautery 
and the wound was closed in layers. The uterus, 
perfectly normal, showed an approximate four 
months’ pregnancy and was undisturbed. 

Pathological report substantiated all findings, in- 
cluding the chronic obliterative appendicitis. The 
patient had a stormy three days, due to gas and 
nausea, requiring gastric lavage and intravenous 
glucose and saline. From the fourth day on she 
showed an uneventful recovery, carrying the child to 
term, and delivering spontaneously of a normal 
healthy child. 

One of the most interesting features of this case 
is that immediately after the operation the patient 
stopped spotting and in a short while after the 
delivery of the child, began an apparently normal 
menstrual cycle—so normal, that in 1938 she spon- 
taneously delivered another normal child. 
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Public Health Statistics 


I. C. Riccin, M. D., 
State Health Commissioner of Virginia 
Richmond, Virginia 


The report of the Bureau of Communicable Dis- 
eases of the State Department of Health for August, 
1940, compared with the same month in 1939 and 
for the period of January to August, 1940, compared 
with the same period in 1939, follows: 


JAN.- JAN.- 

Auc. AuG. AuG. AUG. 

1940 1939 1940 1939 

Typhoid and Paratyphoid Fever 35 91 130 0= 311 
Diarrhea and Dysentery ____-_ 551 730 1,177 3,466 
NA IN Ee 150 79 3,446 10,697 
Scarlet Fever ______-___-____ 46 49 1,099 9833 
Diphtheria ___-___________. wen ge 360 510 
Poliomyelitis ________________- 28 6 44 21 
Pees ~ 5... 5... 2 0 55 43 
Undulant Fever _------_---_- 2 1 13 17 
Rocky Mountain Spotted Fever. 17 9 36 36 
(ee 1 5 29 43 
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EPIDEMIC INFLUENZA 


A question of more than academic interest to the 
medical profession, as well as to the State Depart- 
ment of Health, is the likelihood of an increased 
influenza incidence during the approaching fall and 
winter. Some thought and study have been given 
such a possibility by the Department because cf the 
occurrence of an unusual number of cases of respira- 
tory illnesses in the first three months of 1940. 

During that period a number of the reported cases 
exhibited certain characteristics of the disease which 
likewise were prominent during the pandemic of 
1918-19. For example, marked prostration and pro- 
longed convalescence were two similarities reported 
for a significant number of cases, especially in cer- 


tain sections of the State. On the other hand dif- 


ferences, possibly as noticeable as the similarities, 
also were observed between the cases of 1940 and 
epidemic or pandemic influenza. There was no ap- 
preciable increase in the mortality rate from pneu- 
monia or other respiratory diseases incident to the 
1940 cases which is in contrast to the experience in 
1918-19. The specific age attack rates also were 
quite dissimilar. 

The frequently stated characteristic of epidemic 
influenza, namely, that it recurs in definite cycles, 
thus allowing a reasonable accurate prediction of the 
next outbreak, is without sufficient basis to justify it. 
No comprehensive or complete study of this disease 
from the recorded epidemics and pandemics has sup- 
ported such a view. Rather, a marked variation has 
been noted in the intervals between such outbreaks. 
Likewise, the belief that the disease progresses uni- 
formly in a given direction during each pandemic 
also is without proof. Progression has been quite 
variable both with reference to the several recorded 
pandemics and also during some of the individual 
outbreaks, spreading first in one direction and then 
another. 

Many causative factors of the epidemic disease 
have been suggested but they have been as frequently 
denied. Epidemics and pandemics have occurred 
without regard to climate, season, race, winds, topog- 
raphy. In fact, all of the recognized factors which 
are known to influence other of the infectious dis- 
eases have been lacking in influenza. The relation- 
ship of mass concentration of individuals, particu- 
larly during past wars, has been advanced, with per- 
haps some evidence, as a relating cause of influenza, 
certainly for some of the epidemics. 
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Unfortunately, during interepidemic periods the 
lack of a definite criterion by which cases of influ- 
enza may be differentiated from other respiratory 
diseases has made the epidemiological study of this 
disease difficult and uncertain. This fact, in addi- 
tion, has handicapped the experimental investiga- 
tions of its etiology and other characteristics. Though 
notable contributions in influenza recently have been 
made by research workers in England and the United 
States, as yet no practical method of prevention or 
administrative control is available for individual or 
mass application. 

A reliable prediction cannot be made at this time 
regarding the probable occurrence of influenza in 
Virginia during the ensuing season. However, there 
seems to be sufficient reason to justify careful obser- 
vation at this time of this disease, as well as other 
respiratory infections, in view of the previous 1918- 
19 experience with these diseases in this State and 
in the United States. 

Such a study is being continued by the State De- 
partment of Health. The cooperation of the physi- 
cians in reporting such illnesses to the Department 
and the prompt notification of local outbreaks or 
other unusual occurrences and manifestations of the 
respiratory diseases, will increase materially the 
value of the information recorded. It also will en- 
able local and extensive outbreaks to be promptly 
recognized. 





Miscellaneous 


Excellent Program Arranged at Duke Uni- 
versity School of Medicine. 

The Duke University School of Medicine and 
Duke Hospital, Durham, North Carolina, has ar- 
ranged an excellent symposium on diseases of metab- 
olism and diseases of the blood forming organs, to be 
given October 31 and November 1 and 2. This year’s 
program, which follows, promises. much of interest 
and it is hoped that many of our readers may find 
it convenient to attend. 

Program 
THUuRSDAY, OCTOBER 31, 1940. 
2:00 P.M. Dr. Cyrus C. Sturgis, Ann Arbor, Mich. 
Hemorrhagic Diseases. 
3:00 P.M. Dr. Louis K. Diamond, Boston, Mass. 
Practical Aspects of Treatment of Anaemias 
in Childhood. 
4:00 P.M. Dr. Claude E. Forkner, New York. 
The Leukemias. 
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8:00 P.M. Dr. Elliott P. Joslin, Boston, Mass. 

Diabetes and Its ‘Treatment. 

9:00 P.M. Dr. Thomas B. Cooley, Detroit, Mich. 
: Hemolytic Anaemias. 
FripAy, NovEMBER 1, 1940. 
9:00 A.M. Dr. Fuller Albright, Boston, Mass. 
The Diagnosis of Hyperparathyroidism. 
10:00 A.M. Dr. Eugene F. Du Bois, New York. 

The Clinical Application and Interpretation 
of the Basal Metabolic Rate. 

11:00 A.M. Dr. Frank H. Lahey, Boston, Mass. 

The Management of Hyperthyroidism. 

2:00 P.M. Dr. Frank H. Lahey, Boston, Mass. 

A Practical Discussion of Surgical Diseases 
of the Thyroid Exclusive of Hyperthyroid- 
ism. 

2:45 P.M. Dr. Allen O. Whipple, New York. 

Indications for and Results Following Sple- 
nectomy. 

3:30 P.M. Dr. Leland S. McKittrick, Boston, Mass. 

Surgical Complications of Diabetes. 

4:15 P.M. Dr. George R. Minot, Boston, Mass. 

Some Aspects of the Etiology, Diagnosis and 
Treatment of Iron Deficiency Anaemias 
and Pernicious Anaemia. 

7:30 P.M. Buffet Dinner. 
SATURDAY, NOVEMBER 2, 1940. 
9:00 A.M. Dr. Frank A. Evans, Pittsburgh, Penna. 

The Nature of Obesity, Its Prevention and 
Cure. 

10:00 A.M. Dr. Alexis F. Hartmann, St. Louis, Mo. 

The Complete Treatment of Diabetic Acido- 
sis. 

11:00 A.M. Dr. Russell M. Wilder, Rochester, Minn. 

What is Hyperinsulinism? 

2:00 P.M. Homecoming Football Game. 

Duke vs. Georgia Tech. 





Woman’s Auxiliary 
to the 


Medical Society of Virginia 


President—Mkrs. GriFF1N HoLianp, Eastville. 

President-Elcct—Mnrs. E. LATANE FLANAGAN, Richmond. 

Recording Secretary—Mrs. Harotp W. Porter, Hilton 
Village. 

Corresponding Secretary—Mrs. J. WALKER JACKSON, 
Machipongo. 

Parliamentarian—Mkrs. JAMES B. STONE, Richmond. 

Treasurer—Mkrs. REUBEN F. SimMs, Richmond. 

Chairman, Press and Publicitty—Mrs. Henry M. SNEAD, 
Petersburg. 


To the Woman’s Auxiliary—Greetings! 
The inspiration received by those who were fortu- 
nate enough to attend the recent Convention at White 


VircINniA MEDICAL MONTHLY 


[Octobe -, 
Sulphur Springs needs no comment from me, 70 
those who failed to avail themselves of this pleasu:e 
and privilgee, may I say, “Contact those more fort - 
nate ones who did attend and learn from them some - 
thing of this delightful occasion, of the pleasurcs 
enjoyed and benefits received for the advancement of 
our Auxiliary.” 

Let us give due credit for this unusually delight- 
ful occasion to the Medical Society of West Virginia 
and its Woman’s Auxiliary for the invitation to our 
own State Organizations for this joint meeting (of 
these bodies of the two States) at so delightful a 
place as White Sulphur which is surpassed by no 
other place in the country for such an occasion. 

We might mention a few of the high lights of this 
meeting: there were in attendance some of the most 
noted physicians and surgeons throughout the coun- 
try; the Presidents and Past-Presidents of both Vir- 
ginia and West Virginia Auxiliaries; and the Presi- 
dent of the Woman’s Auxiliary of the A.M.A.—all 
of whom entered heartily into the spirit of the occa- 
sion, which, from a standpoint of business and of 
pleasure, contributed largely to its success. 

On the pleasure side we might mention several 
luncheons given by both the West Virginia and Vir- 
ginia Auxiliaries. This comment would not be com- 
plete without mentioning the delightful banquet at 
which there were present as guest speakers the Gov- 
ernors of both West Virginia and Virginia. 

The spirit and enthusiasm which characterized the 
business meeting of this organization augur well for 
the success of the Auxiliary during the year to come, 
as do the splendid reports from the several branches, 
which show them all to be doing excellent work. 

The personnel of the officers and chairmen who 
have so willingly and cheerfully agreed to carry on 
the work of the Auxiliary assures us of its con- 
tinued success. 

Cordially yours, 
Grace WiLkins HoLianp. 
(Mrs. GrirFIn W. HoLianp) 





Truth About Medicine 


In addition to the articles previously enumerated, the 
following have been accepted by the Council on Pharmacy 
and Chemistry, American Medical Association: 

Lederle Laboratories. 
Tuberculin Patch Test (Vollmer). 
Solution Liver Extract Parenteral—Lederle, 10 cc. vial. 





1940] 


Eli Lilly & Co. 
Ampoule Solution Liver Extract—Lilly, 15 U.S.P. units 
per cc. 10 cc. size. 
Ampoule Solution Liver Extract—Lilly, 2 U.S.P. units 
per cc. 3.5 cc. size. 
E. R. Squibb & Sons. 
Follutein—Squibb. 
Vials Folutein—Squibb, 500 International Units. 
Vial Follutein—Squibb, 1000 International Units. 
Vials Follutein—Squibb, 5000 International Units. 
John Wyeth & Brother, Inc. 
Tablets Sulfanilamide, 5 grains. 
l'ablets Sulfanilamide, 7% grains. 
Tablets Sulfanilamide, 10 grains. 





Book Announcements 


Neoplastic Diseases. A Treatise on Tumors. By 
JAMES EWING, A.M., M.D., Sc.D., LL.D., Professor 
of Oncology at Cornell University Medical College, 
New York City; Consulting Pathologist, Memorial 
Hospital. Fourth Edition. Enlarged and Revised. 
Philadelphia. W. B. Saunders Company. xii-1160 
pages. With 581 illustrations. Cloth. 

Reviewed editorially in this issue. 

The Emperor’s Itch. The Legend Concerning Na- 
poleon’s Affliction with Scabies. By REUBEN 
FRIEDMAN, M.D., Assistant Professor of Derma- 
tology and Syphilology, Temple University Schoo! 
of Medicine, Philadelphia. New York. Froben Press. 
1940. Octavo of 82 pages and Index. With ten il- 
lustrations. Cloth. Price, $1.50. 


Reviewed editorially in this issue. 

New and Nonofficial Remedies, 1940, containing de- 
scriptions of the articles which stand accepted by 
the Council on Pharmacy and Chemistry of the 
American Medical Association on January 1, 1940. 
Cloth. Price, postpaid, $1.50. pp. 656-LXVIII. Chi- 
cago. American Medical Association, 1940. 

New and Nonofficial Remedies is a practical and 
condensed text of pharmacology and therapeutics; 
it contains scientifically elaborated standards for 
all accepted nonofficial drugs; its Index to Distribu- 
tors is a list of manufacturers, a large number of 
whose products have met the Council’s high stand- 
ards; its Bibliographical Index is a storehouse of 
references to reports which have been made mainly 
on unaccepted and unacceptable drugs; its prefatory 
material contains the Council’s “Rules,” a time- 
tested and reliable set of basic principles for the 
furtherance of scientific and rational medicine. 

A supplement to the annual volume of New and 
Nonofficial Remedies is published twice a year to 
bring up to date such current revisions and additions 
as have been necessary since its last publication. 
Every product included in the book is subject to the 
official rules of the Council. The comments to rules 
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are changed occasionally by way of clarifying. in- 
terpretation to insure fair consideration of all sub- 


mitted preparations as new standards are recognized. 


Such constant and critical consideration of its con- 
tents provides the physician with a valuable refer- 
ence list of acceptable new preparations on which 
to base his selection for use in treatment according 
to the established current practices of the profession. 

The 1940 New and Nonofficial Remedies, of 
course, contains the revisions which appeared in the 
supplements for the 1939 edition, and continues the 
plan of grouping together articles having similar 
composition or action under a general discussion. 
Further revision of statements regarding the actions, 
uses, dosage, composition, purity, identity, strength 
or physical properties of many of the articles has 
also been necessary in some cases. 

The indices of the new volume of New and Non- 
official Remedies are of the same order and plan as 
in previous editions. A general index lists accepted 
articles, including those not described. This is fol- 
lowed by an index to distributors in which appear 
all the Council accepted articles listed under their 
respective manufacturers. Finally, a bibliographical 
index is added for listing proprietary and unofficial 
articles not included in N.N.R. This includes refer- 
ences to the Council publications concerning each 
such article as has appeared in The Journal of the 
A.M.A., Reports of the Council on Pharmacy and 
Chemistry, Propaganda for Reform, Vol. 1 and 2, 
or Reports of the A.M.A. Chemical Laboratory. 
(J.A.M.A. 115:154, July 13, 1940) 


Annual Reprint of the Reports of the Council on Phar- 
macy and Chemistry of the American Medical Asso- 
ciation for 1939 with the Comments That Have 
Appeared in The Journal. Cloth. Price, $1. Pp. 
205, with 5 illustrations. Chicago. American Medi- 
cal Association, 1940. 

Only seven of the thirty-five reports listed in this 
annual collected report are of the familiar “Not 
Acceptable” Two reports 
announce omission of products: from N.N.R., one 
being off the market. The remainder, far superior 
in bulk as well as in number, are conéerned with 
educational This 
trend has been noticeable in recent years; it reflects 
the great predominance of the constructive over what 
may be called the destructive side of the Council’s 


work of promoting rational therapeutics. 


or condemnatory type. 


and constructive considerations. 


The educational reports touch three fields on 
which lie the front lines of present day therapeutics 
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progress——chemotherapeutics, endocrines and vita- 
mins, 

Three “special” reports are worthy of mention. 
One is the warning report on the dosages of intra- 
urethral injection of solutions of local anesthetics, 
a reaffirmative strengthening of previous Council 
pronouncements. One is the Council statement 
Manganese in the Treatment of Dermatologic Dis- 
orders, which is buttressed by the conclusive and 
well documented paper of Dr. Maurice Sullivan, 
considered and sponsored by the Council. The third 
is the Study of the Promiscuous Use of the Barbitu- 
rates, Their Use in Suicides, a paper by Dr. W. E. 
Hambourger based on a review of medical literature 
and study of vital statistics. This study was au- 
thorized by the Board of Trustees of the A.M.A. and 
will be followed by other papers dealing with other 
aspects of the problem. 

The present annual volume of Council reports is 
somewhat larger than usual and somewhat above the 
average issue in interest. 


Gynecological and Obstetrical Pathology. With 
Clinical and Endocrine Relations. By EMIL NOVAK, 
A.B., M.D., D.Sc. (Hon.Dublin) F.A.C.S., Associate 
in Gynecology, The Johns Hopkins Medical School; 
Gynecologist, Bon Secours and St. Agnes Hospitals, 
Baltimore; etc. W. B. Saunders Company. Phila- 
delphia. 1940. Octavo of xi-496 pages. With 427 
Illustrations. Cloth. 

To the knowledge of the reviewer no other single 
volume contains so much authoritative information 
regarding recent advances in the field as will be 
found in Novak’s Gynecological and Obstetrical 
Pathology. It might have been appropriate also for 
the author to indicate in the subtitle of the book, 
that considerable detail of normal anatomy, embryol- 
ogy and especially histological anatomy has been in- 
cluded. 

There is an introductory chapter on the endo- 
crinology of the menstrual cycle and pregnancy. It 
is perhaps important to point out that included in 
this chapter is a brief consideration of the anovula- 
tory cycle in women. In this connection the author 
proposes to use the word “menstruation” to indicate 
a physiological periodical bleeding regardless of the 
exact mechanism involved. Therefore he would in- 
clude those in which bleeding follows the functional 
activity of the follicle of the ovary alone. 

Abnormal physiological, inflammatory and _ neo- 
plastic changes of the endometrium, tubes and ovaries 
are taken up in this order and introduced by excel- 
lent and adequate descriptions of the histological 
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anatomy and physiological changes. Important «m- 
bryological changes, particularly of the ovaries, are 
discussed. Here as elsewhere in the book microscwpi- 
cal changes are stressed and these portions are ac- 
companied by very good and appropriately chosen 
illustrations. 

Of particular interest are well written chapters 
dealing with the Brenner tumor, Dysgerminoma, 
Granulosa cell carcinoma, Thecoma and Luteoma 
and Arrhenoblastoma of the ovary. No other book 
offers the reader as condensed and authoritative in- 
formation on all these ovarian tumors. Regarding 
these ovarian tumors one is likely to concur with the 
author on controversial details. 


In Chapter VI the author has taken care to point 
out the difficulties in the diagnosis of early cancer 
of the cervix uteri. 


In Chapter XXX is a very valuable discussion 
concerning the changes in the endometrium in ectopic 
pregnancy and the importance of keeping in mind 
that the uterine scrapings will often not provide a 
diagnosis of ectopic pregnancy if the embryo has 
previously died. Therefore one should not always ex- 
pect a clinical diagnosis of ectopic pregnancy to be 
confirmed by microscopic study of the endometrial 
scrapings. 

Again one is pleased to find a chapter each on im- 
piantation and placentation, hydatidiform mole, and 
chorionepithelioma malignum. One chapter dealing 
with abnormalities and diseases of the placenta and 
appendages has been written by L. M. Hellman. 

There is an accurate and adequate index in which 
references to illustrations are given in italic type. 
One of the most useful features of the book is the 
bibliography at the end of each chapter. The refer- 
ences are particularly useful because the author has 
chosen a few of the more valuable accessible recent 
American and English publications but not to the 
exclusion of references in foreign languages. In 
most instances the full unabbreviated titles are given. 
The text is not cluttered up with references, long lists 
of men’s names and statistics. 

The book will be useful not only to the pathologist 
but likewise to the general practitioner and those who 
practice gynecology and/or obstetrics. The book may 
also be recommended to the advanced medical stu- 
dent and particularly to the resident in pathology, 
since the pathological changes are intimately corre- 
lated with clinical manifestations, 

J. D. KerNop.e. 
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Editorial 





Mental Hygiene Issue. 

In this issue a group of papers dealing with the 
subject of mental hygiene is published. It is be- 
lieved in doing this the MonTuty reflects the in- 
terest in this subject that is awakening in Virginia 
doctors. The papers indicate where we have come 
from and where we ought to go. Most emphatically 
they show we are on the road. 

Dr. Overholser’s article on Psychiatry and the 
Courts deals with the serious barriers that at present 
obstruct the course of justice in this country and 
suggests sensible means for their correction. The 
papers of Drs. Palmer and King and of Dr. Kolipin- 
ski indicate that a laudable effort is now being made 
in our State and private mental hospitals to treat 
physical disabilities of their patients as well as they 
would be treated in any up-to-date general hospital. 

The day is past when mental hospitals can forget 
that their inmates are just as subject to pneumonia, 
anemia, cancer, and acute surgical conditions as are 
individuals outside. It is the desire of those to whom 
the mental patient’s professional care is entrusted, 
and it should also be the desire of those laymen 
upon whom the institution’s financial responsibility 
rests, to see that adequate facilities for complete 
medical care are available. 

Dr. Harrell’s paper marks a milestone in the prog- 


ess of mental hygiene in this State. Dr. Barrett com- 
ments on the intra extramural activities of a modern 
State hospital for the insane and emphasizes the im- 
portance of mental hygiene clinics to follow up pa- 
tients and to reduce the heavy load of hospitaliza- 
tion. Dr. Henry clearly points out the backwardness 
of Virginia in the care of its mentally sick and the 
crying need for more money to be spent in the opera- 
tion of our State hospitals. Dr. Drewry sounds a 
healthy note in his discussion of the relation of men- 
tal hygiene to psychiatry. 


Napoleon’s Right Hand. 


The Napoleonic stance is characteristic. Erect, 
left hand behind back, right arm flexed, right hand 
in waistcoat, fingers in easy access to skin of abdo- 
men. It seems this was not the purposeful pose of 
the powerful, but the pathetic attitude of a victim of 
the itch. Tradition has it that the Emperor was a 
chronic sufferer from scabies and that the posture en- 
abled him better to address himself to the intractable 
itching that tormented him from Toulon to St. 
Helena. 

Reuben Friedman, assistant professor of Dermatol- 
ogy and Syphilology in Temple University, in a re- 
cently published essay on The Emperor's Itch 
(Froben Press) has gone to some lengths to show 
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that Napoleon’s skin disease was not scabies but a 
nervous disorder labeled by the skin specialists, der- 
matitis herpetiformis. Perhaps dermatitis herpeti- 
formis is a more respectable disease for the little 
Corsican to have had, but we venture to say that like 
most patients Napoleon was more interested in 
therapy than in diagnosis. 


As I Remember Him. 

A young, slender, red-faced bacteriologist with 
closely cropped hair for the first time faced the sec- 
ond year class of the College of Physicians and Sur- 
geons in the fall of 1913. He had but recently suc- 
ceeded to the chair of Philip Hanson Hiss and was 
unknown to the students who that day undertook to 
measure his capacity. Nine months later this same 
quick, restless man paced before that same class, fir- 
ing questions at timid students with the rapidity of a 
machine gun, Hardly tarrying for answers he swept 
the serried ranks before him. For those who knew 
the answers he had beaming approbation, for those 
who did not, withering scorn. That was Hans 
‘Zinsser driving home to his pupils the essentials of 
bacteriology. 

On Christmas Day in 1919 the children of Van- 
derbilt Clinic were expectantly assembled on the roof 
of the old building at 59th Street waiting the ap- 
pearance of Santa Claus momentarily expected to 
climb from a chimney that had been constructed for 
the purpose. At just the right instant there was a 
jingling of bells and a bent old man with a merry 
smile and white flowing beard that spread over 
his snow-spangled red clothes climbed out. Nimbly 
passing from one child to another with a word of 
cheer and a pat on the head, he distributed his gifts 
and his greetings. And then with a twinkle of his 
eye and a nod of his head, the jolly little man dis- 
appeared as he had come through the top of the wait- 
ing chimney. That was Hans Zinsser as his friends 
knew him, taking his part in whatever festivities were 
arranged. 

Years went by, years of teaching bacteriology, 
years of research, years of friendship, years of au- 
thorship—A Textbook of Bacteriology, a treatise on 
Infection and Resistance, a best seller, Rats, Lice 
and History, all came from his pen. Years of hu- 
manitarian labor followed, studying typhus in Servia 
and Mexico, cholera in Russia. The florid face is 
now pale, the hair gray. A fatal disease is slowly 
making inroads into a once robust body. He knows 
it and the cause of it. He busies himself with a 
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Biography of R. S., his own romantic self. A let er 
comes from a former student inquiring the best ay 
to shock guinea pigs sensitized to horse serum. It 
is a small question. But the tired man puts aside 
the narrative of his life to answer at length and in 
detail. That was Hans Zinsser with the specter of 
Death hovering over him. 


Hamlin’s Ewell. 

In the many factors determining the fate of armies 
in the field, perhaps none is more important than 
the health of commanding generals. How much the 
tragic course of events in our own Civil War was 
due to the physical disabilities of those in high places 
may never be adequately disclosed, but new light is 
thrown on the subject in Percy G. Hamlin’s highly 
entertaining life of General R. S. Ewell. Here we are 
afforded a graphic picture of the man who succeeded 
to the command of Jackson’s Corps after the battle 
of Chancellorsville and who later bore the responsi- 
bility of that command at the battle of Gettysburg. 
He is portrayed at the time as a tall, slender, sallow- 
looking man, only half recovered from the recent loss 
of a leg, his condition complicated by secondary 
hemorrhage, chronic malaria and duodenal ulcer, 
and his movements encumbered by a wooden leg and 
crutches which forced him to travel by carriage. 
Here was a Confederate commander who had attained 
the high rank of Lieutenant General and who had 
participated in a number of important engagements 
under enormous physical handicaps. A modern re- 
tiring board of the army would have sent him to the 
showers long before General Lee removed him from 
command. At Gettysburg also, General A. P. Hill 
was greatly indisposed and in confiding the fact to 
Colonel Freemantle of the British army spoke of him- 
self as an ill man. At Gettysburg General Long- 
street sulked in his tent. In such circumstances as 
these may have lurked the indecision that lost the 
battle. General Jackson was said to have been in 
poor physical shape when he unsuccessfully at- 
tempted his enveloping movement around Richmond 
after his memorable forced march from the moun- 
tains. General Lee was said to have been ill at the 
battle of Fredericksburg. Sick men do not think and 
act as wisely or as well as strong men in the full 
bloom of health. 


Fourth Edition. 
James Ewing’s Neoplastic Diseases (W. B. Saun- 
ders Company), now appearing in its fourth edi- 
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tion, is an aristocrat among medical books. It com- 
presses aN enormous amount of information into a 
singie volume and still achieves the object of pre- 
senting a general critical review of a large and highly 
specialized field. 

The book is concerned with the origins, structure, 
and natural history of tumors. The author has made 
himself an authority in this complex and fascinating 
specialty of pathology. He emphasizes the numerous 
etiologic factors which have to be considered in can- 
cer, and stresses the fact that the clinical course of 
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the disease is intimately connected with histologic 
structure. The task of identification, of tracing the 
mode and origin and development of tumors, is, he 
thinks, primarily the responsibility of the patholo- 
gist.. Fortunately in this task he enjoys the assistance 
of an ever increasing body of new knowledge in the 
ever widening domains of chemistry, physics, physi- 
ology and genetics. Dr. Ewing’s monumental labors 
have been dedicated to the cause of reducing cancer 
mortality. 





News 





Notes 








The Symposium on Industrial Health, 

Held at the Medical College of Virginia on Sep- 
tember 12 and 13, brought together an array of 
speaker talent seldom gathered for postgraduate 
clinics and symposia. This was put on by the De- 
partment of Preventive Medicine of the Medical 
College of Virginia in cooperation with the Depart- 
ment of Clinical and Medical Education and the 
Committee on Industrial Health of the Medical So- 
ciety of Virginia. 

There was a total of three hundred and sixty-three 
registered of which one hundred and eight were phy- 
sicians, nineteen public health nurses, sixty-two 
managers, personnel directors and division and unit 
superintendents in industrial plants, sixty-eight 
medical students, thirty-nine nursing supervisors and 
nursing students, and sixty-nine representing six 
other classifications. Of the physicians registered, 
four were medical directors of industries having 
chains of plants over the United States or a section 
of the country, twelve had medical supervision of 
large manufacturing plants, and seven were assistant 
medical personnel in these plants. All the public 
health nurses, with the exception of two or three, 
were in industry. 

Counting physicians and business men only, reg- 
istering for the course, ten states were represented, 
and three additional states were represented in the 
speakers. 


Red Cross Relief Work Saves Lives. 

Concrete testimony that Red Cross war relief is 
saving lives is contained in the following cable re- 
ceived at National Headquarters, Washington, Aug- 
ust 23, from Southern France: 


“Insulin from our existing supply here is filling 
an urgent need, emergency requests being met imme- 
diately and many reports of lives being saved. We 
are working out plan in cooperation with health au- 
thorities to meet all needs in unoccupied France for 
a period of from two to three months when our stocks 
will be exhausted. Also government agencies on our 
request are making a survey of existing supplies and 
sources. Situation well in hand. Will give you esti- 
mates for needs soon.” 

All Red Cross war relief activities are financed 
from the special fund raised last summer, Normal 
services at home are supported from low annual mem- 
bership dues. The Red Cross faces increasing tasks 
and to meet all demands many new members are 
needed this year. 

The annual Roll Call begins November 11 and 
ends November 30. Some localities conduct their 
campaigns in October, Everyone who joins a local 
chapter helps thus maintain Red Cross services to 
his community and nation. Won’t you do your part? 


Dr. Lee Scott Barksdale, 

Hopewell, has been named one of the committee 
chairmen of the Hopewell Junior Chamber of Com- 
merce. 


Dr. Meade Mann, 

For many years a prominent physician in Rich- 
mond, has retired from practice and moved to 
Paducah, Kentucky, where he will make his home 
with his daughter, Mrs. J. R. Walker. 


Government to Need Temporary and Part- 
time Civilian Medical Officers. 
The expansion of the army creates a need for 
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about 600 civilian medical officers in various grades 
for temporary and part-time service. The duties of 
full-time officers will be to act as doctors of medicine 
in. active practice in hospitals, in dispensaries, and 
-in the field. The duty of part-time officers will be to 
report for sick call at a fixed hour each day and to 
be subject to emergency call at all times. 

The Civil Service Commission in making this 
announcement calls particular attention to the fact 
that part-time officers will be able to continue their 
regular practice. In order that this may be done, 
appointments to the part-time positions will be made 
of medical officers in the vicinity of the place of 
duty. 

Information concerning these positions may be ob- 
tained from the Secretary of the Board of U. S. Civil 
Service Examiners at any first- or second-class post 
office, or from the United States Civil Service Com- 
mission, Washington, D. C. Physicians are urged to 
apply at once. This work is of the greatest im- 
portance to the success of the National Defense pro- 
gram. 


Dr. Edwin L. Kendig, Jr., 

Of the class of ’36, University of Virginia, De- 
partment of Medicine, and recently of the resident 
staff of Bellevue Hospital, New York City, has lo- 
cated in Richmond, with offices at 1214 West Frank- 
lin Street. He will limit his work to pediatrics. 


Dr. Ramon D. Garcin, Jr., 

Who has been associated in practice with his 
father in Richmond since last January, has located 
at Varina for general practice but will continue 
office hours in the morning at 2618 East Broad 
Street, Richmond. 


Personnel Changes in State Health Depart- 
ment. 

Dickenson-Wise—Dr. Philip R. Cronlund has 
been appointed Health Officer effective September 
16, succeeding Dr. W. W. Griggs who has gone to 
Johns Hopkins University for a course of study. 
His headquarters are at Norton. 

Montgomery—Dr. A. Glenn Evans has been ap- 
pointed Health Officer effective September 16, suc- 
ceeding Dr. J. G. McNiel who has also gone to 
Johns Hopkins University. He will be located at 
Christiansburg. 

Northampton—Dr. Thomas F. McGough has been 
appointed Health Officer effective September 16. He 
will be located at Eastville. Dr. McGough was 
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formerly assistant Health Officer of Pulaski County, 
and has been acting as asssitant Health Officer of 
Northampton County since August 16. He succeeds 
Dr. Wm. Y. Garrett who is taking a course of study 
at Johns Hopkins University. 

Peninsula—Dr. Paul W. Bowden has been re- 
lieved from duty as Acting Health Officer in charge 
of venereal disease control in the Newport News area 
effective September 16 in order to take a course of 
study at Johns Hopkins University. 


“When Bobby Goes to School.” 


Under the rules laid down by the American Acad- 
emy of Pediatrics, their new educational-to-the-public 
film “When Bobby Goes to School’ may be ex- 
hibited to the public by any licensed physician in 
the United States. All required is that he obtain the 
endorsement by any officer of his county medical so- 
ciety, blanks for which purpose may be obtained on 
application to Mead Johnson & Company. Such en- 
dorsement, however, is not required for showings by 
licensed physicians to medical groups for the pur- 
pose of familiarizing them with the message of the 
film. 

“When Bobby Goes to School” is a 16-mm. sound 
film, free from advertising, dealing with the health 
appraisal of the school child, and may be borrowed 
without charge or obligation on application to the 
distributor, Mead Johnson & Company, Evansville, 
Indiana. 


Married. 

Dr. Guy Forrest Sutton, University of Virginia, 
class of ’°39, and Miss Gabriella Montague, Ash- 
land, Ky., September 7. They will make their home 
in Washington, D. C., where Dr. Sutton is resident 
physician at the Doctors’ Hospital. 

Dr. George Austin Welchons and Miss Allene 
Brown, both of Richmond, on August 24. Dr. 
Welchons graduated from the Medical College of 
Virginia in 1936. 

Dr. Gilman Rackley Tyler and Miss Martha 
Glenn Davis, both of Richmond, August 24. Dr. 
Tyler graduated from the Medical College of Vir- 
ginia in 1938 and is now on the house staff of the 
Hospital Division of the College. 

Dr. Thomas Harrison Southgate Ely, Middleboro, 
Ky., and Miss Barbara Ellen Dixon, Richmond, 
September 7. Dr. Ely is a graduate of the Medical 
College of Virginia, class of ’39. 

Dr. Marion Fisher Jarrett and Miss Catherine 
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Freeman Falls, both of Cleveland, Ohio, September 7. 
Dr. Jarrett was a member of the class of ’39, Medical 
College of Virginia, and is now junior assistant resi- 
dent in medicine at St. Luke’s Hospital in Cleveland. 

Dr. James Benjamin Shuler, class of 1935, Uni- 
versity of Virginia, and Miss Mary Catherine 
McCarthy, Butte, Mont., August 31 at Waikiki, 
Hawaii. Dr. Shuler is with the U. S. Navy and has 
been connected with the fleet operating from Pearl 
Harbor. 

Dr. George Hunter Long, Luray, and Miss Helen 
Echols Gilkeson, Alderson, W. Va., September 12. 

Dr. Richard A. Bennett, Bedford, and Miss Ruth 
Rachel Franklin, also of Bedford, August 21. 


Doctors Elected Mayors. 

Dr. D. Lane Elder, Hopewell, was recently re- 
elected Mayor, having served since 1920, with the 
exception of one term. 

Dr. W. D. Haden has been re-elected Mayor of 
Charlottesville, this being his third term. 


Dr. S. E. Hughes, 


Danville, founder of the Hilltop Sanatorium for 
tuberculosis has resigned as medical director of that 
institution after twenty years’ service. He will be 
succeeded temporarily by Dr. Snowden Hall, also 
of Danville. 


Medical College of Virginia News. 

Convocation exercises opening the one hundred 
third session of the college were held at Monumental 
Church at 12:00 noon, September 16. The president, 
the four deans, the treasurer of the college, and the 
president of the student body, were speakers on this 
occasion. First year students in the schools of medi- 
cine and dentistry reported on September 3 for an 
orientation period of two weeks prior to the opening 
of the regular session. 


Recent appointments to the faculty in the several 
schools are as follows: 

School of Dentistry—Dr. W. H. Street, professor 
of orthodontia; Dr. R. D. Bates, Jr., assistant in 
medicine, and Dr. U. G. Bradenham, assistant in 
pedodontia. 

School of Pharmacy.—Mr. Russell H. Fiske, in- 
structor in pharmacy. 

School of Nursing—Miss Ethel Gilbert, associ- 
ate professor of nursing and assistant dean; Miss 
Florence Elliott, instructor in nursing arts, and Miss 
Mary S. Grissinger, instructor in nursing and super- 
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visor of health. Miss Vivian Harris has been pro- 
moted to assistant professor of nursing. 

School of Medicine——Dr, B. B. Boboweic, in- 
structor in neuropsychiatry; Dr. Edwin Rucker, in- 
structor in gynecology, and Dr. G. H. Taylor, in- 
structor in neuropsychiatry. 


Col. Edwin B. Maynard, professor of military 
science and tactics, has been assigned to duty at 
Camp Meade, Md. Col. Paul Freeman has been 
assigned to R.O.T.C. duty at the college, replacing 
Col. Maynard. 


The Valentine Meat Juice Company has estab- 
lished a fellowship for research work in physiology 
and pharmacology for a period of one year, the grant 
for the work being $3,000.00. Dr. Nello Pace has 
been appointed research associate to fill this fellow- 
ship for the current year. 


Contracts have been awarded for the major por- 
tion of the equipment for the new hospital and occu- 
pancy is anticipated sometime in early December. 


Dr. R. J. Wilkinson, an alumnus, chief of the 
surgical service of the Chesapeake and Ohio Hos- 
pital, Huntington, W. Va., was a recent college visi- 
tor. A meeting of the West Virginia alumni is 
scheduled for October 3, at Charleston, W. Va., which 
President Sanger will attend. 


Dr. Lewis E, Jarrett, director of the hospital divi- 
sion; Dean Wortley F. Rudd, and Mr. Eldon Roberts 
of the school of pharmacy attended the annual meet- 
ing of the American Hospital Association in Boston. 


News from University of Virginia. 

Dr. Vincent W. Archer attended the meetings of 
the American Medical Association in New York 
City on June 10-14. He was elected Chairman of 
the Board of Chancellors of the College of Radiology. 
On August 27, he presented a paper on Tularemia 
before the Fourth District Medical Society. 


Dr. T. J. Williams addressed the Medical Society 
of Northern Virginia, meeting in Front Royal on 
August 13. His subject was Ovarian Hormones and 
Their Therapeutic Use in Gynecology. 

Ou August 31, Dr. Staige D. Blackford spoke 
before the Golden Clinic in Elkins, W. Va., on the 
subject, Therapy of Peptic Ulcer and Gall-Bladder 
Disease. 


Dr. Samuel A. Vest, Jr., spoke before the Ameri- 
can Association for the Study of Neoplastic Dis- 
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eases, meeting in Washington on September 6. His 
subjects were Unusual Tumors of the Prostate and 
The Male Sex Hormone. 


Dr. Herbert Silvette, Assistant Professor of 
Pharmacology, Materia Medica and Toxicology, has 
received a grant of $250.00 from the American 
Medical Association in support of his study of the 
antidiuretic hormone of the pituitary gland. 


Registration in the Medical School began on 
September 12. The total student body for the com- 
ing session will number 250. 


News from Duke University School of 

Medicine. 

The following new members have been added to 
the faculty: In the Department of Psychiatry, Dr. 
Richard S. Lyman, Professor, Dr. Hans Lowenbach, 
Assistant Professor, Dr. R. Burke Suitt, Associate, 
Dr. Maurice H. Greenhill, Associate, and Dr. Daniel 
J. Sullivan, Instructor; in the Department of Medi- 
cine, Dr. Herbert J. Fox, Instructor, and in the De- 
partment of Anatomy, Dr. Kenneth L. Duke, In- 
structor. 


Change in Dues for Medical Society of Vir- 


ginia. 

Effective January 1, 1941, the dues of the Medical 
Society of Virginia will be increased from $5.00 to 
$7.00. This is in accordance with action of the 
House of Delegates at the White Sulphur Springs 
meeting, at which time the following motion was 
adopted: “Be it hereby moved that Article 2, Section 
1 of the By-Laws of the Medical Society of Vir- 
ginia be amended to increase the annual dues for 
1941 and 1942 to $7.00 and.the half yearly dues to 
$3.50, the added amount of $2.00 annually, or $1.00 
semi-annually, to constitute a special emergency fund 
separately maintained and administered as directed 
by resolution of the House of Delegates.” This 
“special emergency fund” is to be set up for the con- 
trol of illegal and irregular practitioners in the State. 


Norfolk and Western Railway Surgeons’ 

Association. 

A large number of surgeons of the Norfolk and 
Western Railway, accompanied by members of their 
families, attended the annual convention of the Asso- 
ciation at Hotel Pennsylvania, New York City, on 
September 18 and 19. Several interesting papers 
were presented, including the address by Dr. F. H. 
Smith of Abingdon, president. At the business ses- 


VIRGINIA MEDICAL MONTHLY 


[Oct 


sion, Dr. Harry G. Camper of Welch, W. Va., was 
elected president; Dr. Ralph W. Holmes of ( hil- 
licothe, Ohio, and Dr. Fielding Combs of Win-ton 
Salem, N. C., vice-presidents; and Dr. Thos. 
Armistead of Roanoke was re-elected secretury- 
treasurer. Dr. W. R. Whitman cf Roanoke is chief 
surgeon of this railway. 


Junior Medical Officers Sought for Govern- 
ment Service. 

The U. S. Civil Service Commission has an- 
nounced examinations to fill two classes of junior 
medical officer positions (rotating interneship and 
psychiatric resident) at St. Elizabeths Hospital, 
Washington, D. C. 

For the rotating interneship position, applicants 
must be fourth-year students in a Class A medical 
school; however, they cannot enter on duty until they 
furnish a certificate showing completion of the medi- 
cal course prior to June 30, 1941. For the psychia- 
tric resident position, applicants must have com- 
pleted their fourth year of study in a Class A medical 
school subsequent to December 31, 1937, and must 
have the degree of B.M. or M.D. In addition, be- 
fore entrance on duty they must have completed a 
one year rotating interneship. 

Applications must be filed with the Commission’s 
Washington office not later than October 17, if re- 
ceived from States east of Colorado. 

Announcements and application forms may be ob- 
tained from the Secretary of the Board of U. S. 
Civil Service Examiners at any first- or second-class 
post office, or from the U. S. Civil Service Commis- 
sion, Washington, D. C. 


Dr. Frank F. Thweatt, Jr., 

Has recently been transferred from Minneapolis, 
Minn., to 4801 Connecticut Ave., N. W., Washing- 
ton, D. C. He is a graduate of the University of 
Virginia and is connected with the U. S. Public 
Health Service. 


Fredericksburg Doctors in Health Positions. 

At a reorganization meeting of the City Council 
of Fredericksburg, early in September, Dr. Thomas 
B. Payne was appointed city health officer, and Dr. 
E. R. Ware was named a member of the City Health 
Board. 


The Southern*Medical Association 

Is to hold its annual meeting November 12 to 15 
inclusive, in Louisville, Ky., under the presidency 
of Dr. Arthur T. McCormack of that city. The first 
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day will be given over to a clinical program, in which 
every specialty of medicine and surgery will be repre- 
sented. The many sections and affiliated meetings 
will be held on the days following. Exhibits, sci- 
entific and commercial, will be on a large scale. An 
innovation of this meeting will be the presentation 
of a “Hobby Exhibit”, open to all members. The 
President’s reception and ball will be held on Wed- 
nesday evening, the 13th, and fraternity luncheons 
and alumni reunions will be features on Thursday. 

This will be a meeting you will wish to attend. 


Warning to Doctors! 

Dr. C. H. Iden advises that in August he was 
approached by a man, claiming to be a representative 
of Hogan and Hogan of Philadelphia, who sold him 
an order of dressings for which he was given a check 
in full payment. The check was endorsed by B. F. 
Hogan and cashed at a local filling station. However, 
the order has never been filled. 

Upon investigation by the Better Business Bureau, 
it has been found that there is no such firm as Hogan 
and Hogan in Philadelphia, and our readers are 
asked to be on the look-out for such a representative 
in order that he may be turned over to the proper 
authorities. 


Dr. Marion S. Love, 
Formerly of the University of Virginia, is now lo- 
cated at Route 4, Box 37, Danville. 


Dr. Lewis T. Stoneburner, III, 

Who for the past three years has been connected 
with the Harvard Medical Services of the Boston 
City Hospital, has returned to Richmond where he 
will be associated with his father in the practice of 
internal medicine. Their offices are in the Medical 
Arts Building. 


Stolen from Car— 

A Spencer Microscope No. 119995. 
curing information about this, please communicate 
with Dr. D. Pringle, 1200 East Marshall Street, 
Richmond. 


Anyone se- 


Dr. Louise Fry Galvin 

Announces the removal of her offices to 214 South 
Boulevard, Richmond, with practice limited to 
pediatrics. 


Dr. H. L. Hamilton, 


Formerly of Goshen, is now at Glasgow. 
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The Fourth District Medical Society 

Held its regular meeting on August 27 at the 
Central State Hospital, Petersburg, at which time the 
following scientific program was presented: New 
Drugs in Neuro-Psychiatry by Dr. David C. Wilson, 
University; Tularemia by Dr. V. W. Archer, Uni- 
versity; The Treatment of Hemangiomas and Cystic 
Hygromas in Children by Dr. Fred Hodges, Rich- 
mond; Coronary Thrombosis, Its Recognition and 
Treatment, by Dr. Ernest G. Scott, Lynchburg; 
Chronic Cystic Mastitis and Carcinoma of Breast by 
Col. Eugene Whitmore, Washington, D. C.; and 
Radiosensitivity of Tumors by Dr. Frederick Mande- 
ville, Richmond. 

Dr. W. M. Phipps, Hopewell, is president of this 
Society and Dr. C. E. Martin, Emporia, secretary- 
treasurer. 


Dr. A. P. Traynham, 


Richmond, was recently reappointed as Henrico 
County jail physician for a term of four years. 


American Red Cross Plans Nationwide En- 
rollment of Voluntary Blood Donors. 

The American Red Cross, upon request of the 
Surgeon General of the U. S. Army, announces ex- 
perimental plans for the promotion of a nationwide 
corps of volunteer blood donors as a part of the 
national defense plan, when and if needed. The 
plan would be to make available blood plasma to the 
U. S. Army Medical Corps in event of emergency. 
After preliminary studies to perfect methods of col- 
lecting, storing and administering plasma under con- 
ditions comparable to war-time emergency, the Red 
Cross wil] work out with the medical department of 
the Army plans for enrolling prospective donors in 
cities throughout the country where collecting centers 
will be established. 


Civil Service Examinations. 

The U. S. Civil Service Commission, Washington, 
D. C., announces open competitive examinations to fill 
medical officer positions in the U. S. Public Health 
Service and Food and Drug Administration, Fed- 
eral Security Agency; Veterans Administration; Civil 
Aeronautics Authority, Department of Commerce; 
and Indian Service, Department of Interior. Good 
salaries. Applications must be filed with the U. S. 
Civil Service Commission, Washington, D. C., and 
will be rated as received until further notice. 

Applications for Junior Graduate Nurse will be 
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accepted by the Commission continuously until fur- 
ther notice, and certification of eligibles will be 
made as the needs of the Service require. 


' Physician Wanted. 

Excellent opportunity for young man in Loudoun 
County, seven and one-half miles from Leesburg. 
Have recently moved to the city and would like to 
place suitable man in this community. Will rent or 
sell home very reasonably. For further information 
contact Dr. W. C. Barr, Jr., East Falls Church, Va. 

(Adv.) 


Physician Wanted 
At once to take over clinic. No money needed. 


Excellent opportunity. Contact Mrs. Raymond E. 
Bailey, Hamlin, W. Va., phone 49. ( Adv.) 


For Sale. 

Owner being on indefinite military duty desires to 
sell office equipment which is complete and contains 
everything needed of the best possible selection in 
furnishings and equipment for a general practi- 
tioner’s office, including McCaskey mahogony pieces 
and others, good steel equipment, laboratory equip- 
ment, short wave diathermy, two ultra violet lamps, 
and much more. Original cost in excess of $2,000.00. 
A bargain at $1,000.00. Write “Military”, care this 
journal, for further details. (Adv.) 





Obituary Record 


Dr. Rudolph Angus Nichols, 

Widely known Richmond physician, died on Sep- 
tember 5, following a heart attack while playing golf. 
He was born in Orange County in 1873 and gradu- 
ated from the Medical College of Virginia in 1895. 
Dr. Nichols was prominent in medical and civic 
affairs of Richmond, being a member of the Masonic 
Lodge, the Scottish Rite, Acca Temple Shrine, and 
the Kiwanis Club. He had been a member of the 
Medical Society of Virginia for forty-five years. 
His wife and two children by a former marriage 
survive him. 


Dr. Perkins Glover, 

Well known physician of Buckingham County, 
died at his home in Arvonia on September 5, at the 
age of sixty-six. He was a graduate of the Medical 
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College of Virginia in 1901 and had practiced jp 
Buckingham County since that time. Dr. Glover was 
a member of the County Board of Health, a Mason, 
and had been a member of the Medical Society of 
Virginia for thirty-six years. A son and a daughter 
survive him. 


Dr. George Bruce Barrow, 

Staunton, died September 1, at the age of fifty- 
six years. He was graduate of the Medical College 
of Virginia in 1910. Dr. Barrow practiced in Clarks. 
ville and Danville before locating in Staunton, where 
he was on the staff of the Western State Hospital, 
He had been a member of the Medical Society of 
Virginia since 1914. His wife survives him. 


Dr. Hugh Smith Hart, 

Pamplin, died September 12 after a short illness, 
He was a graduate of the former University College 
of Medicine, Richmond, in 1899. Dr. Hart is sur- 
vived by two sisters and two brothers. 


Dr. May Farinholt Jones, 

One of the pioneer women physicians in the South, 
died at her home in West Point on September 10. 
She was seventy-four years of age and a graduate of 
the former Woman’s Medical College of Baltimore 
in 1897. Dr. Jones retired from practice in 1929 
because of ill health and has since that time been liv- 
ing in West Point. 


Dr. Willard McKenzie Burleson, 

Richmond, was one of the victims of the Pennsyl- 
vania-Central Airline plane crash, near Lovettsville, 
on August 31. He was twenty-nine years of age 
and a graduate of the Medical College of Virginia 
in 1937. Dr. Burleson was an assistant resident in 
surgery at the Medical College of Virginia Hospitals. 
His wife and a son survive him. His brother, Dr. 
John Burleson, Grand Rapids, Michigan, was also a 
member of the class of ’37 of the College. 


Dr. William Allen Pusey, 

A former president of the American Medical Asso- 
ciation, died at his home in Chicago on August 29, 
at the age of seventy-four. He specialized in derma- 
tology and was considered a pioneer in that field, 
particularly in the therapeutic use of the roentgen 
ray. He was president of the American Dermatologi- 
cal Association in 1910, and was connected with 
many international and national organizations. 





